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We have been accused by investigators in other fields of medi- 
cine, of exerting all our energies in the quest for diagnosis, and 
that classification has occupied our attention to the exclusion of 
ther subjects in psychiatry, and while this criticism may be 
justified to some extent, it must be admitted that only by clearly 
lifferentiating various types can we expect to offer a basis for 

irative and preventative measures. One fact has been clearly 

nstrated by this quest for diagnosis, that is, we have ob- 
tained a more accurate symptomatology of mental diseases, and 
more complete histories have brought to light new factors in etiol 

which factors would have remained unknown but for this 
zeal in diagnosis. 

Another fact is evident to those engaged in studying symptom 
atology and symptom complexes that the more careful and ac 
curate our observations and analyses become, the more difficult 
it is to place all cases or types into a hard and fixed classification, 
and more difficult becomes the problem of identifying all cases, or 


dismissing them with a “ one-word ” diagnosis. Some cases defy 


all attempts to place them in any special scheme and can only be 
given a descriptive diagnosis. It is far better to let them remain 
unclassified or undiagnosticated than to force these obscure cases 
into groups where they do not rightly belong. If so placed they 
complicate matters, and render more obscure our ideas of various 


*Read at the sixty-sixth annual meeting of the American Medico- 
Psychological Association, Washington, D. C., May 3-6, 1910 
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groups, and that the recognition of these unclassifiable cases as 
such, rather than indicating defects of knowledge, denote a clearer 
insight into the realm of mental disorders. 

A more careful observation and recording of symptoms will 
tend to clear up these diagnostic difficulties. 

The epoch-making work of Kraepelin has given us a ground 
work for further advance. But we should not fall into the error 
of thinking that Kraepelin has offered a finished scheme in his 
work of classification, for that is accepting more than Kraepelin 
himself would claim. 

Recently Alzheimer, in a timely article, has called attention to 
the diagnostic difficulties in psychiatry, and although a staunch 
supporter of Kraepelin, he, however, maintains that there exists 
a necessity for further separating from well defined and clearly 
established groups, types which evidently do not belong there. 
And while we recognize the harm which can come from advocat- 
ing new types to add to our classification, we feel that in spite of 
any criticism which might arise on that score, an attempt should 
be made, if we have sufficient clinical and anatomical evidence, to 
more fully differentiate such a type. 

In the field of so-called functional disorders, where a majority 
of cases present a clinical picture which permits a logical classi- 
fication, there is, nevertheless, a certain number of mental dis- 
orders, especially those of a fatal termination, which do not satis- 
factorily conform to any one type. This is especially noticeable 
among the depressions. It is well recognized that in the so-called 
organic group often obscure cases will be cleared up at autopsy, 
and where a diagnosis based upon anatomical findings is possible, 
one does not meet with unsurmountable difficulties as is apt to 
be the case in the functional group. 

It is for this reason, then, that any group which might furnish 
a rational anatomical basis for diagnosis and differentiation is 
worthy of the fullest investigation. It is a step forward in the 
transformation of the so-called functional into the organic group; 
not, however, losing sight of the psycho-genetic factors which 
operate throughout the entire domain of mental disorders. It is 
only by the most careful observation of symptoms in such cases, 
and correlation of clinical symptoms with anatomical findings that 
this result can be accomplished, as exemplified in the instance of 
the now definitely established “ Central Neuritis.” 


| 
| | 
he 

jec} 

sp 

yr 

n 

le 

€ 

‘in 

Th 

ad 

re 

As 

n 

lat 

nle 

ay 

he 

1S 


1911] HENRY A. COTTON AND FREDERICK S. HAMMOND 409 


But as distinguished from organic diseases originating in the 
brain per se, must be considered other types essentially organic 
in their cerebral effects, but in which the cerebral changes result 
from an organic process which exerts itself primarily in organs 
other than the brain. The best known, and, perhaps most widely 

cepted explanation of the effects of such organic diseases upon 
the central nervous system has practically, up to the present time, 
lealt exclusively with the effect on the psychic centers of sub- 
inces essentially toxic in nature, elaborated in organically altered 
sue. And in this the effects of various anzemias, the intoxica 
tion from renal and hepatic disease and altered thyroid function 
re exemplified. 

\s distinguished from such purely toxic conditions the effect of 

wholly mechanical interference with cortical nutrition, originat- 

in a definite cardiac deficiency is in this instance considered, 
the condition designated in accordance with its underlying 


iusation as a cardio-genetic psychosis. 


REVIEW OF PREVIOUS WoRK. 


\Ithough reference to circulatory psychosis is frequently made 
e literature, and numerous monographs have appeared, some 
irly as 1806, still the work of Alfons Jakob, published in 

ptember, 1908 (Journal fiir Psychologie and Neurologie) may 


nsidered the most exhaustive work, review of literature, 


letailed description of cases and discussion of the subject. Atten 
2 tion should be called to the fact that in publications previous to 
t of Jakob, the crucial point of the whole question was referred 

he heart disease as such, while the theme before us is more 
concerned with a disturbance of circulation resulting from 

disease. In reviewing the literature the point of chief de- 

that the various investigators reached the most divergent 

and results, and Jakob rightly considers this divergence 
nion as responsible for lack of attention to the etiology of 
disturbance accompanied by heart lesions. It is signifi 
to note that even modern books on psychiatry treat the sub- 
a very superficial manner. Kraepelin has very little to 

n the subject, and is inclined to consider heart lesions 
panying psychic disorders merely coincident and that they 


1O causative relation. But in view of the excellent clinical 
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histories and anatomical work of Jakob one is not justified in thus 
dismissing the subject. Jakob recognizes the complicated prob- 
lems connected with cardiac psychoses and propounds several 
queries which he considers he has answered in his work. 

“When do circulatory disturbance give rise to psychic changes? 
Why not in every case? What phenomena are presented by these 
psychic disorders? What process lies at the base? Will perhaps 
the microscope be able to furnish the solution as to what happened, 
and how it happened?” 

In order to present the subject from all sides, Jakob examined 
25 cases of heart disease in patients not considered insane for 
symptoms of psychic disturbance with special reference to the 
definite points of orientation, attention, instantaneous perception 
and variation in the emotions. Slight changes were noticed in all 
but one case of myocarditis and four cases of mitral insufficiency. 
But in none of these cases was it possible to demonstrate grave 
disturbances such as hallucinations and delusions or delirious con- 
ditions. In five cases of broken compensation, however, some 
psychic changes were noted. In one difficulty in directing atten- 
tion and thoughts, and poor memory. In another frequent 
changes in mood, often ill natured, excitable ; another showed time 
and place disorientation, states of excitement, especially at night, 
mistaken identity of persons and hallucinations. However, this 
case was arteriosclerotic and had softenings. Still another case 
was very irritable, and a fifth case showed clouding of conscious- 
ness. He concludes that “no parallel is to be drawn between the 
psychic symptoms and the degree of broken compensation. That 
these circulatory disturbances must indeed encounter wholly spe- 
cial cerebral conditions to call forth peculiar psychic disorders.” 

Jakob includes in his investigation primarily such disturbances 
of the circulation which assure the purest material, viz., hyper- 
trophy of the heart and heart failure, and eliminates as far as 
possible cases complicated with other conditions. 

He divides his cases into two groups: 

1. Cases with characteristic psychic disturbances extending 
over a considerable period of time before the fatal termination ; 
and 2d, those cases in which these phenomena developed shortly 
before heart failure and death. 

The second group of cases, while interesting, are for our pur- 
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pose to be dismissed with but a few words. They usually come 
from general hospitals, and the mental phenomena consist in cer- 
tain delirious episodes which ensue just prior to death. Probably 
the numbers of such cases would be large, but such material is 
uot available for those engaged in insane hospital work. 

Our attention and interest is directed principally to the first 
group, of which Jakob reports five cases. As a brief description 
of the cardinal features of this form of psychosis by which it may 
be recognized, in general it may be said to bear a recognizable, 


although modified resemblance to certain phases of the various 


forms of atypical anxious depressions with hallucinations, to the 
toxic exhaustive group of psychoses and states of anxious de- 
lirium; and that, broadly speaking, this psychosis is characterized 
by an even greater irregularity of course, and by an even greater 
lisplay of atypical manifestations than are the conditions men 
tioned and from which it must be differentiated. Although the 
chief feature perhaps is the complex of anxious depression in 
terrupted by delirious episodes with fatal termination. The fuller 
symptomatology, because of its marked variability and irregularity, 
must be given more in detail, if a correct understanding of this 
group is to be acquired. 

lhe age of the patients does not seem to be of any significance. 
(The cases of Jakob vary from 18 to 64 years) but, of course the 


differential diagnosis varies considerably according to the ag 


he previous condition of the patients is also of little impor- 
tance. They are usually normal or even above the normal in in 
tellect, and no predisposing psychic factors in make-up appear to 
be present or necessary. Heredity plays a negative role. 

following the appearance of organic heart lesions, psychi 
phenomena supervene ; whether the lesion is purely myocardial or 
endocardial in character does not seem to be of moment. Thx 
precipitating factor which seems to be necessary in practically all 
cases 1S a severe emotional shock. Aside from the cardiac lesion, 
the psycho-genetic factor seems to hold a prominent place in the 
logy, where its effect upon the heart may be as great as its 
emotional effect upon the mind. These two factors of h 


and 


lesion 
emotional shock appear to be necessary to produce distinct 
cardio-genetic psychoses, for while the psychic factors are not 
olutely essential, the majority of the reported cases show its 


presence, 
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As this group has to be differentiated from certain well es- 
tablished types, the symptomatology will be considered along with 
differential diagnosis, in order to emphasize the prominent symp- 
toms. 

The onset is usually sudden, and hereby resembles other acute 
functional disorders, especially the toxic-exhaustive delirium, and 
also, it is important to note that the disturbance reaches a climax 
in a few days. The first symptoms noted are, depression with 
agitation, apprehensiveness and anxiety. Quickly follow de- 
lusions of auto-, allo- and somato-psychic character. Here the dif- 
ferentiation from manic depressive insanity, depressed phase, or 
mixed phase, or involution depression is extremely difficult, espe- 
cially if the patient is, during periods, free from delirium. The 
depressed attitude with agitation, self accusation, somato-psychic 
delusions, and fear of impending danger would suggest any of the 
above diagnoses. However, elements of a pure depression are 
absent, and there is no true retardation or inhibition, on the other 
hand marked psycho-motor restlessness is always present, with no 
retardation in speech or ideation. At times during the agitation, 
patient will smile and even joke, and present elements of a mixed 
condition. But coupled with these symptoms is found clouding 
of consciousness, varying in intensity and degree, according to 
the severity of delirium. Disorientation is not always complete, 
so that one gets several impressions during the same conversation. 
Disorientation for time seems more constant on account of diffi- 
culty of concentration and lack of attention. Accompanying these 
symptoms are vivid hallucinations and illusions, especially more 
marked at night, with strong reaction, affect of fear and sleepless- 
ness. At times, patients in such a state resemble delirium tre- 
mens. During the day delirium is always milder, and when 
spoken to patients become quiet and react for a while in a normal 
manner ; they soon relapse, however, and give voice to depressive 
delusions. Attention, while difficult to obtain, is always fixable 
(with great effort at times) if even for a few minutes. There 
is difficulty of diverting the depressing stream of thought, but 
seldom is incoherence a prominent symptom. The marked motor 
disturbances are also accompanied by severe general tremors, over 
the whole body, which become more marked under the emotional 
strains of hallucinations and delusions. The tremors are 50 
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marked at times as to suggest organic brain disease, especially 
general paralysis, but they are not accompanied by other physical 
signs of that disease and the character of the mental disturbance, 
such as the absence of ethical or intellectual failure further dif- 
ferentiates the two disorders. 

Marked disturbance of concentration and lack of attention, 
stand in close relation to the impairment of memory for recent 
events with deceptions and fabrications. In sharp contrast to 
this memory defect, stands the clear and unimpaired memory for 
remote events. The irregularity of the delirious state, which is 
present at times, especially at night, often absent during the day, 
and for periods of several days at a time, seems to differentiate be- 
tween cardio-genetic psychosis and delirium due to whatever 
cause, 

Another important feature of this group is the improvement 
in mental symptoms which accompany an improvement in the 
heart lesion, under treatment. Often for days or weeks patients 
may be quite clear mentally, with no abnormal conduct and have 
good insight into delirious episodes, but with failure of heart 

tion again supervenes the mental disturbance. Finally the 
fatal termination, usually with characteristic symptoms up to the 
last, when coma or unconsciousness precedes death, gives one of 
the distinctive features of the group. Of course, under the mi 
croscope such conditions as general paralysis, arteriosclerotic 
brain disease, and other organic conditions can be easily differenti 


l, and the presence of certain histologic changes in cardiac 
ises would rule out the purely functional group of psychos« 


PATHOGENESIS OF CARDIO-GENETIC PsyYCHOSES. 


[his question is discussed at length by Jakob, and it may not 
ve out of place to mention some of the points made by him to 
substantiate the theory of the causative relation of a heart lesion 
a definite psychosis. “ A great many attempts have been made 
» explain functional disorders by circulatory disturbance. Thus, 
st 


1 


Grislain found in mania, that the cerebral convolutions are alm 
obliterated by pressure of the brain against the cranium, while in 
nelancholia the brain had sunken together in itself, which he con- 
eives as the expression of a relative increase and decrease of the 
influx of the blood in proportion to the cranial pressure.” 
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There is no doubt enough evidence of the effect of altered circu- 
lation in the brain producing psychic effects, so that a detailed 
discussion of the theories of various authors is unnecessary. 
These various theories of the causation of mental disorders 
by circulatory diseases are interesting, but nevertheless the diffi- 
culty experienced in attempting to attribute all these pathological 
changes to one uniform cause, is unmistakable. In the last analy- 
sis the same effect is produced, viz., damage of the nervous ele- 
ments. So even in considering the mechanical effect of circulatory 
disturbance in the brain, the chemical factor must not be ignored. 
With the lowering of the cardiac power and the subsidence of the 
circulation and the condition of stagnation in the lungs thereby 
superinduced, the acid content of the blood increases to a notice- 
able degree, and this overloading with carbonic acid of the venous 
blood already accumulating in excess will always exert an influ- 
ence upon the functional activity of the central nervous system. 

In closest connection with this mechanism stands the demonstra- 
tion that the disturbance of the circulation effects a diminution of 
the supply of nutriment to the brain, which supply is assuredly 
indispensable to the maintenance of its highest functional activity. 

And it cannot be disputed, that as a consequence of diminished 
power of the cardiac muscle and the resulting anemia of the 
brain the physiological activities of the highest nerve centers are 
correspondingly disturbed. 


History or I. H. 

Anamnesis given by brother, an intelligent colored man. 

Family History—Grandparents lived to old age, and were temperate. 
Father, a sober and industrious man, lived to over 80 years. He was 2 
slave in Maryland and bought his freedom. Mother was free born negro 
woman, living at age 78 years. Patient had four brothers and two sisters 
Two of her brothers died in childhood. Other brother and sister living 
and in good health; all married. One brother held a responsible position 
in State House. This brother died on the 13th of October, suddenly, sup- 
posed cause, heart disease or apoplexy. He was a heavy drinker. No 
known heredity or neuroses in family. 

Personal History—Patient was born in Trenton, November 22, 1854. 
Early development essentially normal. She attended school between ages 
of six to sixteen years, was a bright student, and passed examination as 
public school teacher in that city where she taught for 35 years. 

Illnesses.—She had the usual diseases of childhood, but never had typhoid, 
diphtheria, and no serious accident. 
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Habits and Occupation.—Patient was extremely temperate in her h 


and was of religious disposition. She taught school for 35 years, till 1907 
when she had an attack of nervous prostration following ill health 


overwork of teaching. This attack lasted for six weeks, and she 


treated at home. This attack was of a rather milder character than the 
present one. Patient showed many neurasthenic symptoms, and displayed 
some tendency to self accusation as well. She was depressed, claimed that 


she was going to hell. She probably had hallucinations, claimed to see the 


devil, and said her food tasted bad Patient improved, but frequently she 


vas in a mild semi-delirious condition. At times was disoriented for time. 


place and person, but this was not constant. Neither were her delusions 


tant. She was in very poor physical condition. (Dr. Cort attended 
er, but could not find his notes of the case at that time.) It is difficult t 


form an idea of the character of this attack, and no diagnosis is possible with 


the data at hand. It may have been profound neurasthenia or symptomati: 
lepression due to her ill health. No heart lesion was noted at this time, 
t it is possible that it may have been overlooked. 
S recovered gradually, and after three months was as well as usual, 
it she did not take up active teaching again, as her health was not 2 
She vw made assistant truant officer and looked after colored truant 
hol She also assisted in the housework at home 
t six weeks before the onset of the present attack, patient went to 
ir. Cort for treatment as she was in poor physical condition. Dr. Cort 
r rted that the patient at the time was suffering mainly fr 
rt se. The pulse was feeble and the heart sounds so weal 


ly audible. She seemed to improve under treatment. No murmu 


ind upon examination 
et of Present Attack—Sudden. Her brother died suddenly on t] 
: supposed cause, heart disease or apoplexy. He had 

heavily for some months, which worried his sister, the patient 
» cure him of his drinking habits she had obtained me | 


ich she secretly administered to him. At the time of his de 
reatly affected She worried much, and imagined that het \ 
were accountable for his death. Two days following she beca 
restless and sleepless. She was depressed and accused herself of 
g the unpardonable sin, and of killing her brother She « | 
essed of the devil, and was going to kill her mother, also said 
ng to hell and take all her family with her. She refused to take 
medicine. She was dominated by her delusions of lf accusatior 
ld talk of nothing else. She claimed people accused f | 


r brother, and of being cruel to her old mother. She did not sleep at 
but wandered aimlessly about her room, talking constantl) 
She was apprehensive at times. Two days be 
nt to St. Francis Hospital, but was too much disturbed to ret 
she was admitted to the New Jersey State Hospital at T: 


upon the certificates of Drs, Clark and Cort, October 23, 1900 
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On admission patient was somewhat restless and talkative. She was 
oriented for place, but only fairly well oriented for time; knew it was fall, 
but could not give exact day and date. At times appeared somewhat 
agitated, wringing her hands, and crying, “ Lord, oh, Lord.” 


PHYSICAL EXAMINATION. 


General Type, Appearance and Condition.—Patient is a light colored 
mulatto woman, 55 years of age, of good frame and muscular development 
Her head is well shaped, face and features of African type. Forehead well 
developed, hair long and kinky, and abundant in quantity. Eyes brown, 
nose flat, has lost all her upper teeth and uses an artificial plate instead 
Has all her front teeth below and they are in good condition. Palate 
moderately high and arched, chin normal, ears moderate in size, adherent 
lobules. General complexion, light mulatto. No malformation or stigmata 

General Nutrition —Good. Height, five feet, three inches, weight, 141 
pounds. Temperature normal, pulse 84, respirations 22-24 per minute 
Patient is well nourished, sub-cutaneous tissue present in considerable 
amount. Muscles well developed and moderately firm, mucous membranes 
moist. No fractures or deformities, no anemia, jaundice or dropsy. Has 
some bruises on her body. 

Evidence of Acute or Chronic Constitutional Disorders—None. No 
evidence of syphilis, no ostitis gumose, no enlargement of the glands of the 
elbow or groins. No evidence of gout, rheumatism or infectious diseases 
General temperature normal. 

Nervous System: General and Subjective Sensations.—Has a general 
feeling of weakness and debility. Does not complain of headaches or 
vertigo. Owing to lack of co-operation, it cannot be ascertained whether 
she has precordial, intercostal or sciatic pains. 

Smell_—Does not seem to be impaired, cannot be tested. Says the test 
solutions smell like hell, that they are different, some smell worse than 
others. 

Taste-——Does not seem to be impaired. Says that sugar is sweet, salt 1s 
sour, vinegar bitter and quinine tastes like the devil. 

Eyes——Expression rather sad and uneasy. Lids—No deformities. No 
ptosis or spasms. Conjunctiva congested, eyeballs moderately protruded, 
no arcus senilis. No scars on the cornea. Pupils equal, central and regu 
lar, respond to light and accommodation. 

Mastication Segment.—Normal. 

Sensibility and motility of the jaw good. 

Ears.—No subjective complaints. Hears a watch tick at about 18 inches 
from either ear. Condition of auditory canal normal. No growths of 
discharges. 

Cutaneous Sensibility—Sometimes she says that she has had a feeling 0! 
numbness in her hands and feet, and at other times denies it. Owing to her 
resistiveness and refusal to co-operate, it is difficult to ascertain whether 
she has areas of hyperesthesia or not. She recognizes the difference be- 
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hot and cold water bottles and seems to be sensitive to touch, tem- 


ire and pain 


Sense tested Does not 


over deep nerve trunks or muscles 


Cannot be 


seem to have any 


tor and Trophic Conditions—Skin is dry and rough. Dermato 


not well marked 


res.—Elbow and wrist normal 
ited. No ankle clonus. Achilles tendon normal 
No Babinsky. 


Knee reflexes equal and somewhat 
Pharyngeal and 


reflexes normal 


r Functions —Movements of the facial muscles are symmetrical and 
trol. Co-ordinate movements are performed fairly well. Hand 

trong. Strength of flexor and extensor muscles good. Gait un 
tation erect Considerable swaying in Romberg position N 


f hemiplegia, local palsies or spinal paralysis 


No cataleptic con 


I Has tremors of tongue, fingers and extremities. Fibrillary 
ings of her whole body 
Hesitating, but no slurring. Repeats test words and plira 
teflexes and Their Control.—Bladder and rectum under control 
ikes an effort, but frequently passes her urine involuntar 
‘ n No history of convulsions. No hysterical attack 
Not ascertained 


Organs.—Chest: 


Well developed, 33 inches 
sternum and ribs normal, sub-cutaneous tissue in considerable 
No deformities 


No subjective complaints of pain, dyspnoea, cough 


ages. Expansion fair and equal, respirations 22-44. Pers 
ltation negative. Difference between forced inspiration and ex 
I ; inches 
‘ ry Organs.—Heart: Subjective complaints of palpitation, { 


mal sensations present. 
m: Area of dullness in about the usual limits 
t in the fifth interspace inside th \uscultation: N 


Radial pulse fairly regular, about 


nipple line 


ounds or bruits discovered. 


Moderately strong 


minal and Digestive Organs. 


il thirst, nausea or vomiting. 
ne moist and clean 


Tongue 
enderness or rigidity 
n. 
{pparatus—Bladder: Ni 
Color—da 
good trace. 


Urine analysis 


id. Albumin 


Not examined 


Stomach, liver, 


No arterio sclerosis 

Has to be urged to take f 
Mouth, pharynx and tonsils 
clean. Abdomen full, walls 


spleen and kidney 


» subjective complaints Mi 


rk straw, turbid. Sp. er 


Sugar—negative Few hyal 


No history of specific disea 


as 

— — 
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On admission patient was somewhat restless and talkative. She was 
oriented for place, but only fairly well oriented for time; knew it was fall, 
but could not give exact day and date. At times appeared somewhat 
agitated, wringing her hands, and crying, “ Lord, oh, Lord.” 


PHYSICAL EXAMINATION 

General Type, Appearance and Condition.—Patient is a light colored 
mulatto woman, 55 years of age, of good frame and muscular development 
Her head is well shaped, face and features of African type. Forehead well 
developed, hair long and kinky, and abundant in quantity. Eyes brown, 
nose flat, has lost all her upper teeth and uses an artificial plate instead 
Has all her front teeth below and they are in good condition. Palate 
moderately high and arched, chin normal, ears moderate in size, adherent 
lobules. General complexion, light mulatto. No malformation or stigmata 

General Nutrition—Good. Height, five feet, three inches, weight, 141 
pounds Temperature normal, pulse 84, respirations 22-24 per minut 
Patient is well nourished, sub-cutaneous tissue present in considerabl 
amount. Muscles well developed and moderately firm, mucous membrane 
moist. No fractures or deformities, no anemia, jaundice or dropsy. Ha 
some bruises on her body. 

Evidence of Acute or Chronic Constitutional Disorders—None. No 
evidence of syphilis, no ostitis gumose, no enlargement of the glands of the 
elbow or groins. No evidence of gout, rheumatism or infectious diseases 
General temperature norinal 

Nervous System: General and Subjective Sensations——Has a general 
feeling of weakness and debility. Does not complain of headaches ot 
vertigo. Owing to lack of co-operation, it cannot be ascertained whether 
she has precordial, intercostal or sciatic pains. 

Smell_—Does not seem to be impaired, cannot be tested. Says the test 
solutions smell like hell, that they are different, some smell worse than 
others 

Taste.—Does not seem to be impaired. Says that sugar is sweet, salt is 
sour, vinegar bitter and quinine tastes like the devil. 

Eyes.—Expression rather sad and uneasy. Lids—No deformities. No 
ptosis or spasms. Conjunctiva congested, eyeballs moderately protruded, 
no arcus senilis. No scars on the cornea. Pupils equal, central and regt 
lar, respond to light and accommodation. 

Mastication Segment.—Normal. 

Sensibility and motility of the jaw good. 

Ears.—No subjective complaints. Hears a watch tick at about 18 inches 
from either ear. Condition of auditory canal normal. No growths or 
discharges. 

Cutaneous Sensibility—Sometimes she says that she has had a feeling of 
numbness in her hands and feet, and at other times denies it. Owing to her 
resistiveness and refusal to co-operate, it is difficult to ascertain whether 
she has areas of hyperesthesia or not. She recognizes the difference be 
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tween hot and cold water bottles and seems to be sensitive to touch, tem- 
perature and pain. 

Stereognostic Sense.-—Cannot be tested. Does not seem to have any 
tenderness over deep nerve trunks or muscles. 

Vasomotor and Trophic Conditions.—Skin is dry and rough. Dermato- 
graphia is not well marked. 

Reflexes.—Elbow and wrist normal. Knee reflexes equal and somewhat 
exaggerated. No ankle clonus. Achilles tendon normal. Pharyngeal and 
plantar reflexes normal. No Babinsky. 

Motor Functions——Movements of the facial muscles are symmetrical and 
under control. Co-ordinate movements are performed fairly well. Hand 
grips strong. Strength of flexor and extensor muscles good. Gait un- 
steady, station erect. Considerable swaying in Romberg position. No 
evidence of hemiplegia, local palsies or spinal paralysis. No cataleptic con- 
ditions. 

Tremor: Has tremors of tongue, fingers and extremities. Fibrillary 
twitchings of her whole body. 

Speech: Hesitating, but no slurring. Repeats test words and phrases 

Organic Reflexes and Their Control.—Bladder and rectum under control 
when she makes an effort, but frequently passes her urine involuntarily 

Convulsions.—No history of convulsions. No hysterical attacks 

Sleep.—Poor. 

Dreams.—Not ascertained. 

Thoracic Organs.—Chest: Well developed, 33 inches. 

Clavicles, sternum and ribs normal, sub-cutaneous tissue in considerable 
amount. No deformities. 

Lungs: No subjective complaints of pain, dyspnoea, cough, expectoration 
or hemorrhages. Expansion fair and equal, respirations 22-44. Percussion 
und auscultation negative. Difference between forced inspiration and ex- 
piration 1% inches. 

Circulatory Organs.—Heart: Subjective complaints of palpitation, pain 
nd abnormal sensations present. 

Percussion: Area of dullness in about the usual limits. Apex beat seen 
and felt in the fifth interspace inside the nipple line. Auscultation: No 
abnormal sounds or bruits discovered. Radial pulse fairly regular, about 
84 per minute. Moderately strong. No arterio sclerosis. 

Abdominal and Digestive Organs.—Has to be urged to take food. No 
abnormal thirst, nausea or vomiting. Mouth, pharynx and tonsils—mucous 

embrane moist and clean. Tongue clean. Abdomen full, walls are thick, 
no pain, tenderness or rigidity. Stomach, liver, spleen and kidneys in nor- 
mal position. 

Urinary Apparatus —Bladder: No subjective complaints. Micturition 
normal. Urine analysis: Color—dark straw, turbid. Sp. gr.—1o25. Re- 
action—acid. Albumin—good trace. Sugar—negative. Few hyaline casts. 
Squamous epithelium. 

Genital Organs.—Not examined. No history of specific disease 
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MENTAL STATUS (ocT. 28, 1909). 


Demeanor.—On and since admission, patient was restless, apprehensive 
and resistive. She would not remain in bed during either night or day 
She walked aimlessly about her room, screaming and pounding on the 
door and frequently calling out “they are murdering me.” This apprehen- 
sion was always more marked towards evening and during the night. On 
days when she was quiet, the following night she became agitated and ap 
prehensive. When questioned she would often answer at random, but 
when pressed to give accurate answers she usually could pull herself to- 
gether long enough to answer correctly. When on the ward patient wan 
dered aimlessly about, and did not appear to know what she wanted, or 
where she was going. The greater part of the time patient seemed con 
fused and bewildered, but when spoken to, the confusion could be tem 
porarily controlled. The patient showed constant trembling and tremors 
of the whole body were marked. The facial expression was variable. At 
times it was sad and worried, but when talking it became brighter, and 
sometimes she would almost smile or assume a somewhat joking expres 
sion. Occasional hallucinatory attitudes were noted. 

She was untidy jn her habits and careless of her personal appearanc: 
She had to be dressed and undressed, and when put to bed refused to 
remain there 

Stream of Thought—Somewhat shallow and disconnected. Cannot give 
a clear connected account of her trouble. It is frequently interrupted by 
her depressive ideas and self-accusations. She is restless and agitated 
during the interview. Claims she is in hell and her sisters are there also 
She does not give spontaneously any hallucinations but probably these ar« 
present from her attitude 

“How long since you quit teaching?” “I have not taught any since 
1907.” “Is that the time you were first sick?” “Yes. I had nervous 
prostration at that time. I was in bed for six weeks, and had a doctor and 
a trained nurse.” “ What were the names of your physician and nurse?” 
“Dr. Cort attended me and the trained nurse was from Douglass Hospital 
in Philadelphia.” “ What was her name?” “Miss Bowne.” “ What did 
you pay her?” “They paid her twenty dollars a week for six weeks.” 
“How much would that be altogether?” “One hundred and twenty dol 
lars, but she threw five dollars off. “ How long since this last attack 
came on?” Here she becomes confused, says the family are not all crazy 
“My sister is in hell, I am already there.” “ How long since you came 
here?” Here she commences to mumble about something else and does 
not answer. “I want to know when you came here?” “I haven't been 
here at all, in the asylum, that was an awful thing to do, it was all a mis- 
take.” She gets up and walks around and the attendant has to bring her 
back and put_her in the chair. Says she is dead, that she is in the wrong 
place, that it is the devil’s business. “ What is the devil’s business?” 
“ Taking all the coons and my sister and putting them down in an awful 
place.” “ What is this building here?” “It is called the New Jersey State 
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Hospital. I am not insane, but dead. I killed my brother.” “ What was 
your brother’s name?” Gives correct name. “ What happened to him?” 
“He is supposed to be dead. I am talking, I thought he was dead.” 
“What did he die of?” “Some said he died of heart disease and others 
said he died of apoplexy.” “ How old was he?” “ Fifty-two.” “ When 
was he born?” “ January 22, 1852.” “ What was the cause of your ner- 
yousness?” “ Because I feel responsible to God for not having five hundred 
children.” “Is your present condition like it was in 1907?” “ Something 
like it was then. I thought I was a devil and I tried to make people un 
comfortable.” “ How long since you came here?” “I don’t know, I can’t 
tell, this is awful. I am in hell.” 

Moods and Emotional States.—Patient depressed and apprehensive, and 
at times agitated, wringing her hands and exclaiming how terrible she is. 
Marked self accusations. At times her mood is not in harmony with her 
ideas; frequently she assumes a somewhat joking attitude, but maintains a 
depressed expression. 

“How do you feel?” “I do not feel well, I feel as though I had not 
done right and am much ashamed of it. All these people who are ugly 
looking are looking at me and claim to be my children. My poor mother 
has no place to sleep to-night. I pray to my father, the devil. I do not 
enjoy these noises around here, it makes me feel terrible.” “ Are you sad 
or depressed?” “I am ashamed of what I have done, I have been sham- 
ming, said I was the devil and could run the universe. There is my dear 
mother now bidding me good-bye. It is awful, I don’t know what to do.” 

Paranoid Trends.—None elicited. She does not think that any one has 
treated her badly or that she has been peculiar. Denies that there has been 
any conspiracy against her. 

Delusional Developments, Non-Paranoid.—Patient has many fleeting and 
some partially fixed delusions, and marked self-accusation. Claims she has 
sent her family down to perdition, and has collected all the “coons” to- 
gether and sent them to hell. That she is responsible for all the colored 
children and in that way is the mother of them (probably explained be- 
cause of the fact that she was a truant officer for colored children). That 
she is unworthy and has committed a mortal sin. 

She asks constantly about children. She thinks she is responsible for not 
having any children. That because she has no children of her own she is 
responsible for all the children of the colored race, and in that sense is the 
mother of them all. 

All these delusions are shifting and unstable and none of them seem to 
be fixed. 

Ideas of Negation.—Somato-psychic in character, prominent. Claims 
that her body is dead; that she is dead; that her passages have stopped; 
that she is in hell, etc. 

Somatic Sense Deceptions —Present. Claims that she has queer sensa- 
tions in her body, claims her heart stops beating. That there is nothing 
left of her. Also complains frequently about her heart. 
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Hallucination. Auditory hallucinations probably present.—Patient as 
sumes hallucinatory attitudes, and claims to hear the voices of brother and 
sister. At times mistakes the noises on the ward, and is easily frightened 
by these noises. 

Visual Halluctnations.—Probable. At times shows some affect of fear 
in reaction to these hallucinations. She claims she can see the various 
members of her family, also sees “all kinds of people and sees all kinds of 
pictures.” 

Both auditory and visual hallucinations are more marked at night, and 
the reaction to same is more vivid. 


MENTAL ORGANIZATION. 


Orientation and Grasp Surroundings.—Variable, and at times very poor 
At other times she is well oriented for place and persons, but always 
poorly so for time. She is able to give her own name; often claims this is 
hell, but in reality she knows it is a hospital for insane people; often 
claims that all the people here are devils with horns, but recognizes 
physician. At times marked clouding of consciousness, especially at night; 
she is then in a semi-delirious condition and completely disoriented. 

“What is your name?” “ I—— H-—, of 25 Lamberton Street, Trenton, 
N. J.” “ What place is this?” “It is an awful place. Let me go, I haven't 
yet. This place Dr. Cort says is a hospital.” Says she don’t know the day 
or date, but finally says “ Saturday.” ‘“ What month is it?” “Oh, that is 
awful, an awful thing, it’s twenty-five days.” “ What month is it?” Jan 
uary.” She says it is winter, that people around are all devils with horns, 
that the place is for insane patients 

Data of Personal Identification.—Only fair. Can give account of remote 
events fairly accurately, but recalls recent events very poorly. Constantly 
refers to her somatic ideas and her illness. No change in personality. 

“ Where were you born?” “ Trenton, N. J.” “When?” “ November 24, 
1854.” “ How old are you?” “ Fifty-seven years.” ‘“ Between what age 
did you go to school?” Repeats the question and does not answer 
“Where did you go to school?” “I used to teach.” Then she says that she 
went to common school and the State Normal. Says she did not graduate 
there. Then says, “I graduated on Lamberton Street.” ‘“ Where did y 
teach?” “I can’t talk because my heart and lungs are not in my body.” 
“ Did you ever have any children?” “No, I never had any children, but | 
thought I was responsible for a million of children’s souls.” “ What illnes 
did you have?” “I was sick with melancholia in 1907, that is all. Dr 
Cort and a trained nurse attended me.” 

Memory for Immediate Past—Very poor. Patient is unable to tell about 
her admission to the hospital or when she came here. Refuses to tell how 
many meals she had to-day and what she had at meal time. 

Retention.— Defective. Patient will not co-operate in tests because of 
her agitation and apprehensiveness. Recalls number 387 after a few 


minutes, and two colors, blue and purple. She refuses to attempt three 
numbers. 
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Grasp upon School Knowledge and General Experience—Patient is con- 
fused, and does not co-operate well. She can repeat the alphabet, months 
if year, days of week, the Lord’s prayer, the United States. She knows the 
President, his predecessor, also some historical data. Tests interrupted by 
r moaning because she is in hell. 

Calculation. 


Fair. No retardation. Counts from 1 to 20 in five seconds. 
Will not co-operate in all tests. Refuses to subtract continuous 7’s from 
©. Multiplication good. Will not add or subtract. 
Reading.—Not defective, but she is careless and indifferent. 
iVriting—Poor. Shows marked tremor and misspelled words, defective 
| not in keeping with her education. 
Insight and Judgment.—For the most part defective. At times appar 
ently realizes that she is not right in her mind and has insight into her 
ttack of prostration in 1907. Her judgment is defective. 


SUBSEQUENT HISTORY OF THE PATIENT. 


November 3, 1909. Preliminary presentation before staff by Dr. Felty 
Patient continues depressed, agitated and apprehensive. At night she is 
always much worse, constantly pounding on door, claiming she is being 
urdered. During the day she sits alone, at times becoming agitated, and 
vhen agitated there is marked tremor over whole body. Frequently much 
nfused, and at times in a delirious condition. She often refuses her food 
iuse it is the “ devil” or her dead brother that she is eating; takes food 
th persuasion. Thinks this is a punishment because of the powders she 
her brother, which killed him. She often puts her finger down her 
it in order to vomit, because of having eaten her cead brother. At 
es refuses medicine because it is the “ devil’s blood.” She has many 
tic delusions. She claims her insides are dropping out. That she 
‘t any brains. Claims her hair has all been cut off; all her bones have 
broken. That the devil has her vitals; her breasts are all gone 
during the interview this morning she was restless and agitated. Fre- 
ntly disturbed by noises in the hall, misinterpreting them and showing 
fear and apprehension. Patient is oriented for place, as she knows 
1s an insane hospital, although she often calls it a jail, and says that 
1e is here to be murdered. Memory is defective, and at times there is 
rked clouding of consciousness. Often expresses insight, says she is 
uffering from insanity, “ because the more I want to talk the less I can 
She claims to feel “as if I had no brains,” also that she has no 
ns and no blood in her veins. Self-accusation also present. Claims she 
done wrong to the rest of the family. When she hears a noise in the 
ll, misinterprets the same, claims that “they are banging their heads to- 
her out there.” 
ittent’s Conversation.—“ Good morning?” “Good morning, Doctor.” 
‘Do you know where you are?” “I am in an insane hospital.” “How 
ng have you been here?” “I don’t know.” “ Why are you here?” “ Be 


cause I was suffering from insomnia.” “ Have you ever seen me before?” 
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“Don’t remember you.” “What happened to upset you?” “ Bones are 
“Do you feel worried or sad?” “Oh, they make me a 


getting broken.’ 
helpless maniac, suffering from insomnia. I couldn’t eat before, then the 
shooting began.” “ What do you mean by shooting?” “ Yesterday I was 
there.” “Broke my bones, they are upside down now.” “How do you 
“There are no veins, there is no blood in my veins.” “ What are 


mean? 
you suffering from now, outside of your insomnia?” “I suppose insanity, 


because the more I want to talk, the less I can talk.” “Do you feel con- 
fused?” “I feel as if I hadn't any brains.” “ Are you sad, do you feel 
worried?” “I have been suffering from melancholia.” (Looks at picture.) 
“There, that’s my mother.” “Are you afraid of anything?” “I am 
afraid of having done wrong to the rest of the family.” (Hears a noise.) 
“They are banging their heads out there, too.” (Doctor knocks on table.) 
“No wonder they are insane if they have their heads banged against the 
wall like that.” “Do you feel sick?” “ They had my hair all cut off. 
Every bone in my body is broken, What is my name? I don’t know. 
There goes the heads (hears a noise). That was a cruel thing to do, too. 
High oppression, Doctor, it is too intense.” “ What is this about going 
to hell and sending your family there?” “I haven't sent them all there.” 
(Doctor knocks.) “ The devil's got my vitals, my heart, that’s all gone.” 

Dec. 4, 1909. Second presentation before staff by Dr. Felty. 

There has been but little change in patient since last note. She is still 
apprehensive, depressed, agitated, resistive, and at times nervous, and tears 
her clothing. On the 1toth of November took hold of a violent patient, 
shook her and shouted, “help me to undo the past.” The latter patient 
struck her a blow on the nose which caused it to bleed, and patient said she 
was glad as it was the devil's blood coming out. Patient is always more 
disturbed and apprehensive at night. She is usually sleepless, pounding on 
door, screaming. Shows much fear at night, and often reacts to hallucina- 
tions. Some days she is better than others and more easily managed 
Often it will take several nurses to dress her, because of resistiveness, but 
when she comes in a room with her company she is able to control herself 
for a while and talk, but in the same depressed strain, showing self-accusa- 
tion and absurd delusions. In her better moods she admits that her ideas 
are all imagination and untrue, that she has never harmed any one. At 
times she takes some interest in her surroundings, talks to nurses, and goes 
to other wards to visit. But she is usually much disturbed at night 
During this time her temperature could not be taken, but her pulse was 
usually irregular and weak. (To-day brought before staff meeting.) She 
was talkative, but productions are somewhat incoherent and disconnected at 
times. She jumps from one subject to another, but productions are always 


along depressive lines, and self-accusation prominent. Occasionally con- 
fused, and there is clouding of consciousness. Claims she is in jail, is in the 
sky. She claims she hears people say she has committed a great many vulgar 
crimes. Has ideas of negation. At times shows some insight. Claims she 
has been taken from prison to prison. 


—— | 


HENRY A. COTTON AND FREDERICK S. HAMMOND 


Patient’s Conversation.—“ Ah, what a shame, being murdered and 
uted, these are gentlemen that I don’t know, such creatures, acc 
f all kinds of crimes, I have been moved from jail to jail.” 


su now?” “TIT must be in an asylum, I have been traveling around 


place to place, do you remember my sister, do you 
her and father.” “ What about your brother?” 

gined I murdered him, because I gave him a powder 
t, and the coroner said an inquest was not necessary. 


, they say I commit all kinds of crimes, every horrible crime that is 


numitted they say that I—— H—— committed it, three or four women 
» me under their control. Do you suppose I could commit such awful 
that they accuse me of? They say they were committed up in the sky, 


vulgar crimes.” ‘“ Were you up in the sky? ‘IT suppose I was. Do 

ily still exist, are my people all killed?” “Are you afraid of any 

‘I am awfully afraid of these women, they haul me around and 

my hair out by the roots. I have been taken from post to pillar. I 

been electrocuted. Where is my doctor? Where is Dr. Cort? They 

use me of all sorts of brutal murders and robberies; every crime that is 

committed they say I—— H—— committed it. Where are the people? 

Have they been burned to death? Has the town been burned? What a 
shame,” ete. 

Subsequent History—Patient changed but little for a few weeks; she 
hen began to fail in her physical condition. She was usually restless, 

d and apprehensive, and at night she was always worse. Slept but 
even when given medicine. When visited by friends she knew 

m, but made many contradictory statements. For example, at one time 

ld about her being struck on the nose and accused nurse of beating her. 

ther time told her sister that her brother struck her on the nose 
ent did not take sufficient nourishment, as she claimed her food was 
ned. Frequently had spells of agitation and fear, in which she ran 
ssly about the ward and screamed, confused and delirious. She would 
lly resist everything that the nurses did for her. 

On the 19th of January seemed to be worse. She would not sleep for 
fear she would not wake up, and seemed afraid that she was going to die. 
She got up and dressed herself, and took her breakfast, a glass of milk 
and cup of coffee, and ate some food. At 8 a. m., she asked for a comb 

| brush, and wanted to fix up and go down town to see a lawyer about 
her will, as she wanted to leave all her money to the churches. A little 
later she fell heavily to the floor in syncope. Some slight twitchings, but 

paralysis. This lasted until 10 o’clock, when she felt better. Her 
temperature was 96; pulse, 56-60, very weak and irregular. After this 
heart stroke she was more feeble and very weak. Unable to stand on her 
would fall down when making the attempt. At times she could 
arcely swallow, and the next day had to be tube fed by Dr. Felty. On 
he 20th, urinary analysis showed Sp. Gr. 1022, acid and small trace of 
lbumin. No casts. She appeared almost unconscious. Could not swal- 
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low. Patient trembled in all muscles and there were fibrillary twitchings, 
but not more marked than previously noted. No ejactations and no mental 
symptoms at this time to suggest central neuritis. Patient was unable to 
talk. Temperature continued 96; pulse, 56-60, very weak. 

On Jan. 21st her condition had not changed. She was visited by her 
brother, and called for him after he left. Her temperature was 97. Heart 
beats, 56; pulse could not be felt. She pulled on bed clothes, tried to talk, 
but could not make any intelligible sounds. Temperature in the evening, 
96. Heart beats, 50-54. No diarrhea, no muscular twitchings of ejactatory 
type. She became stuporous and unable to recognize any one. She died 
7.20 a. m., January 23, 1910, of degenerative myocarditis. 


SYNOPSIS OF CLINICAL History. 

We have here to deal with a psychosis in a single negro woman, 
aet. 55, with no heredity known of. Mental development above 
the average of her race. Successful school teacher for thirty-five 
years. No peculiarities or evidence of mental abnormalities until 
1907, over two years before her last illness. Following close 
application to school work, with rather poor health, and at period 
of menopause, the patient suffers a breakdown, probably a pro- 
found type of nervous prostration, with evidences of depression, 
but exact character of attack at that time unknown. She spent 
six weeks in bed, and after a few months recovered entirely men- 
tally, but on account of poor physical condition she did not re- 
turn to teaching, but assisted truant officer in looking after colored 
school children and assisted with house work at home. Following 
first recovery no peculiarities were noticed in the patient until 
present attack. Six weeks, however, before the onset of last 
attack she was in poor physical health, and was treated by Dr. 
Cort for organic heart disease. He states no murmurs were de- 
tected, but that symptoms of organic myocardial disease were pre- 
sent. This improved somewhat under treatment. 

Onset of Present Attack.—Was sudden, and followed the sud- 
den death of brother from heart failure or apoplexy. Patient 
worried because she had secretly given brother patent medicine 
to cure the drink habit. Thought this might have caused his 
death. Two days after death of brother shows the first mental 
symptoms. She was restless, sleepless, worried continually over 


her actions in giving the powder. She became more depressed, 
agitated, apprehensive, and developed ideas of self-accusation, 
claimed she had committed the unpardonable sin, had killed her 
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brother, was possessed of the devil. She refused food and med- 
icine. She would not sleep at night, and probably had auditory 
hallucinations. Six days later she was sent to St. Francis Hos- 
pital, but could not be kept there, and was then admitted to the 
New Jersey State Hospital at Trenton on October 23, 1900, eight 
days after appearance of mental symptoms. 

On admission patient showed marked motor restlessness, de- 
pression, agitation and apprehensiveness. Her attitude was vari- 
able. Oriented for place, but poorly so for time and persons. 

Physical examination, made a few days later, showed a light 
colored mulatto of good frame and muscular development, typical 
\frican features and kinky hair. No stigmata or malformation. 
General nutrition good. Height, 5 ft. 3 in. Weight, 141 Ibs. 
Temperature was normal; pulse, 80-84. Well nourished. No evi- 
lence of acute or chronic constitutional diseases. 

Nervous System.—General feeling of weakness and debility. 
No disturbance of taste or smell. Eyes moderately protruded, 
pupils normal. Vision normal. Hearing normal. 

Cutaneous Sensibilities—Not accurately tested owing to 
patient’s lack of co-operation, but no abnormalities found in coarse 
tests; pain and touc! sense found to be normal. 

Reflexes.—Knee-jerks somewhat exaggerated, but no other ab- 
normality of reflexes. 

Motor Functions.—Facial movements symmetrical. Co-ordina- 
tion good, General muscularity fair. Gait somewhat unsteady. 
No evidence of hemiplegia or paralysis. 

l'remor.—Marked tremors of all muscles of body, due to her 
emotionally disturbed condition. Marked fibrillary twitchings of 
tongue, lips and fingers. 

Speech.—No slurring, but some hesitancy. 

Orgame Reflexes.—Under control, but frequently passes urine 
involuntarily. No convulsions or hysterical attacks. 

Lungs.—Not abnormal. 

Heart.—Subjective complaints of palpitation. She frequently 
spoke of pain about heart. Pulse irregular, 84 per minute, and 
rather weak. No arterio-sclerosis. No murmurs heard, but 
heart sounds are weak. Abdominal organs negative. 

Urine-—On October 24, turbid, Sp. Gr. 1025, acid, albumin, 
good trace. Hyaline casts. No sugar. 
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Summary of Mental Status.—Patient’s mental condition was ex- 
tremely variable, and hardly ever presented the same picture for 
any considerable length of time. At first the delirious state was 
more prominent, with extreme apprehension, and affect of fear in 
reaction to hallucinations and illusions. Coupled with this was 
an anxious mood with much agitation and motor and psycho- 
motor restlessness. Her condition during the day was usually 
better than at night when she was more apprehensive and reacted 
more vividly to auditory and visual hallucinations. Delirium was 
also more profound. Disorientation varied often during the same 
interview, when she would claim she was in prison, or in hell, but 
when pressed further, would give the name of the hospital. Her 
time orientation was more constantly impaired, as also her memory 
for recent events. Although attention was always difficult to ob- 
tain and could be held only for a few minutes, there were intervals 
during which rational answers could be obtained, orientation be- 
came clear, and delirium with clouding of consciousness disap- 
peared. Immediately following such intervals, however, the 
patient would become again disoriented by her affect of fear, de- 
pressive ideas, ideas of unreality and motor agitation. The abrupt 
alternation of these states, and the transitory character of the 
delirium was a marked feature, and one that obscured the diag- 
nosis. At times the patient presented a typical anxiety psychosis, 
but this was liable to be succeeded by traits of a manic character, 
as shown in her pert references to the physicians, and distracti- 
bility of a modified character. At times even a tendency toward a 
flight of ideas was present. However, the predominating symp- 
toms were the anxious and agitated depressed state. At no time 
was retardation or inhibition noted. Although she would occa- 
sionally sit alone on the ward, she would again wander aimlessly 
about appealing to other patients, or getting into bed with them. 
Often she was aimlessly resistive, through fear rather than nega- 
tivism. The stream of thought was often wandering, shallow and 
disconnected, but here again, as in general demeanor, abrupt 
alternations were frequent. One constant symptom was the 
marked disturbance at night. Usually the patient was sleepless, 
agitated and noisy, pounding on door and screaming. Vivid re- 
action to hallucinations were present. Ideas of unreality, in the 


allor, auto-, and somato-psychic fields were present, but not con- 
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stant or fixed. These ideas changed constantly. At times she was 
in hell, all about her were devils ; again she was drinking devil's 
blood, her veins had no blood in them, or had no veins and no body ; 
that her heart stopped beating. During apprehensive episodes, 
and at other times there were marked self-accusations, occasionally 
based upon hallucinations. She maintained people accused her of 
various crimes ; that she had killed her brother; sent her family to 
hell ; committed mortal sin. 

Instead of the fixed immobile expression of depression, the 
patient exhibited an extremely mobile expression, rapidly chang- 
ing from anxious, worried, bewildered, to one somewhat sarcastic 
or even half smiling. 

Memory, usually good for remote events when her attention 
could be obtained, was defective for recent events and retention, 
and frequent fabrications were present. 

School knowledge and calculation could not be accurately tested, 
as patient was seldom able to concentrate sufficiently to answer 
correctly. No retardation in counting. Counted I-20 in five 
seconds. 

Insight and judgment defective according to the degree and 
intensity of the delirium and agitation. Occasionally recognized 
that she was insane, but this insight also showed marked changes. 

Subsequent course resembled largely her condition as described 
above, with daily variations, and sleeplessness and apprehensive- 
ness at night. Hardly a night’s sleep without hypnotics. Her 
physical condition became progressively worse. She lost weight 
from 141 Ibs. to 125 Ibs. Sudden attack of syncope four days 
before death marked the beginning of the terminal stage, and 
following this patient had to be kept in bed on account of weak- 
ness. She refused food, and could not articulate, but no ejactatory 
twitchings or other symptoms of central neuritis were observed. 
For a week before death her temperature was subnormal, 96-97, 
and heart action weak and irregular, 56-60. No pulse could be 
felt, and she died in coma January 23, 1910, three months after 
admission. 

It is worthy of note that the albuminuria with hyaline casts 
which was present on admission, was absent on later examina- 
tion, and that the mental condition did not improve coincidentally 
with the kidney condition. 
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DiscussION OF SYMPTOMS. 

The differential diagnosis in the case presented many difficulties, 
and so varied and atypical were the symptoms that no agreement 
as to the diagnosis was reached, as shown by the staff conference 
notes. 

The age (past the menopause), apprehensiveness, anxiety, self- 
accusation, and ideas of negation, somatic sense deceptions, de 
lusions and melancholic features, would stamp the case as one 
of involution melancholia, or a depression of the involution period 
However, the delirious states, variability of the symptoms, and 
transitory clouding of consciousness, more marked at night, would 
speak for something more than a depression of involutional type. 

Toxic delirium was the next diagnosis suggested from the 
presence of albumin in the urine, probably originating from kidney 
disturbance. But while there were undoubtedly delirious episodes, 
there were also other features of fear, anxiety, depression and 
apprehensiveness, that would not fit altogether in that diagnosis. 

Manic depressive insanity must be carefully considered, and 
more especially a mixed state. The marked depressed ideas, with- 
out retardation, but with agitation, fear and marked moior and 
psycho-motor restlessness, and a tendency to joke at times, speak 
very strongly for such a consideration. Also the history of an 
attack in 1907, two and a half years ago. But the extreme ap- 
prehensiveness, with fear and clouding of consciousness and vivid 
auditory and visual hallucinations would be extremely atypical, 
also the subsequent history of the case helps to rule out such a 
diagnosis. For the prognosis in this case, when considered as a 
manic depressive insanity, even the mixed phase should have been 
good, and the prospect of death in three months would certainly 
not be thought of. It must be admitted that the prognosis was 
considered fair in this case, and it was with much chagrin that it 
was noticed that the patient was steadily failing instead of im- 
proving under the treatment. 

There were no focal symptoms present and no neurological 
symptoms by which the case could be diagnosed, either general 
paralysis of arterio-sclerotic brain disease. Later a lumbar punc- 
ture was taken, but was negative for general paralysis. 

At first no particular attention was paid to the fact that the 
patient had been treated for organic heart disease, or that she 
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was suffering from that trouble at the time of admission. The 
seriousness of the heart trouble was first shown at the autopsy, 
when a severe myocardial degeneration was found. The absence 
of murmurs was probably responsible for the fact that the heart 
lesion was not more fully considered. 

So, while a tentative diagnosis of mixed phase of manic de- 
pressive insanity, with delirium, was made, the case was con- 
sidered in the end unclassified delirium, and neither diagnosis was 
satisfactory. However, the autopsy in the case was the means of 
learing up the diagnosis and of explaining the rapid decline and 
death of the patient, when the prognosis at first was considered 
fair and prospects of recovery good. The absence of any acute 
febrile or infectious disease prior to the onset of the psychosis 1s 
significant, and would rule out the various deliria of infection and 
febrile origin as well as collapse delirium. 

[he symptomatology and outcome of this case resemble in most 
particulars the typical cases reported in detail and discussed by 
lakob, whose timely work has been of immense benefit in clear- 
ing up the diagnosis in this class of cases. (Of the histo-path- 
ology we will speak later, but will mention here that in the prin- 
cipal features this case closely corresponds to Jakob’s cases.) 

A work here as to the etiology is important in this case. In 
view of the symptomatology, outcome and autopsy findings, we 

ist consider that the organic heart disease doubtless played a 
very important role in the causation of the psychosis. And we 
can believe that the heart lesion preceded the onset of the psychosis 
by at least two or three years. Not only is this shown in the 
history, but the character of the lesions leads one to believe that 
it was of chronic type and weli advanced long before the psychosis 
appeared. The nervous breakdown in 1907, with symptoms some- 
what similar to the present attack, would lead one to suggest this 
as the onset of the psychosis and heart lesion, but through treat- 
ment, mainly rest in bed, the heart condition improved, and later, 
the cessation from teaching, and living a more equable and quiet 
life, was responsible for great improvement and cessation of any 
untoward symptoms until six weeks before the last onset. 

But, coupled with the heart lesion, we have also evidence of a 
severe mental and emotional shock, the sudden death of a beloved 


brother, and the bare possibility that his death might have been 
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caused by patent medicine given him by the patient to cure the 
drink habit. As pointed out by Jakob, the combination of a heart 
lesion and a psycho-genetic factor is common in most cases of 
circulatory psychoses, and was present in the majority of the cases 
reported by him. The resemblance of the mental symptoms to 
those of a functional psychosis does not rule out a psychosis due 
to organic lesions, as we have the well recognized fact of the 
manic complex in general paralysis and depression in arterio- 
sclerotic brain disease which cannot always be differentiated from 
the true functional types. 

The histological findings in the case, which resemble closely 
those of central neuritis, make it imperative to differentiate it 
from that complex. But the terminal condition did not show any 
similarity to central neuritis. The only points in common were, 
the anxious depression with delirium and hallucinations, which is 
also a prominent feature of central neuritis. Although mentally 
there were similar symptoms the physical phenomena character- 
istic of central neuritis were absent, viz., disturbance of reflexes, 
ejactatory twitchings, muscular rigidity, pain and tenderness over 
muscles, neurotic symptoms, and diarrhea. The terminal condi- 
tion of central neuritis is so characteristic that it has been seldom 
overlooked in this hospital, and certainly no such symptom com- 
plex was observed. One symptom which may be confused with 
those of central neuritis was the tremors, but these were present 
throughout the time of her residence in the hospital, were general 
and constant, more marked when patient was agitated and appre- 
hensive, and more of an ejactatory character. 


ANATOMICAL FINDINGS. 

Autopsy three hours after death. 

Body with well-developed muscles and without essential wast- 
ing. Pupils moderately dilated; distinct ceedema of ankles. 

Internal examination of the head shows no detectable changes 
in the dura; in the pia a very trifling degree of turbidity along 
the longitudinal fissure only. The dural and cranial sinuses nega- 
tive. 

The walls of the basal vessels are a trifle opaque but in neither 
the major trunks, primary or secondary divisions are there any 


indications of atheroma or sclerosis of any significance. 
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Brain weight, 1100 gms., moderately small in size but in gen- 
eral appearance and consistency shows no departure from the 
normal. There is no atrophy of the convolutions and no increase 
in fluid. The ependyma is clear. No focal lesions were detected 
n subsequent dissection. 
With the exception of the heart the anatomical and histological 
findings in the organs of the trunk were not highly significant. 
Anatomical diagnosis confirmed by microscopic examination: 
Marked myocardial degeneration. 
Chronic sclerotic mitral endocarditis. 
Subacute adhesive pericarditis. 
Chronic bilateral pleural adhesions. 
Moderate bilateral hydrothorax. 
Marked bilateral pulmonary cedema. 
Moderate aortic atheroma. 
Slight chronic degenerative nephritis. 
Cause of death, myocardial degeneration and pulmonary cedema. 
Heart findings in full: Externally the pericardial sac shows 
nothing of note; on attempt at incision, the parietal and visceral 
layers are closely interadherent; the membranes are dry and 
tough and can be separated only with difficulty. The pericardial 
sac is completely obliterated. 
The heart appears small in proportion to the other organs ; 
depth of left ventricle, 7 cm.; circumference at base, 23 cm.; 


3 
weight, 250 gms. 


The subepicardial fat is notably increased, particularly over the 
right ventricle where it forms a large part of the wall. 


The pulmonary and tricuspid valves do not appear unusual ; the 
aortic valve segments show general opacity; the mitral leaflets 
are dull white in color; to the touch they are thickened and stiff. 

The heart muscle of both ventricles is flabby and of very poor 
consistency, it is a turbid brownish-red in color. 

The wall of the right ventricle is .4 cm. in thickness, and con- 
sists largely of the subepicardial fat; the muscle is very thin and 
ill defined and is transversed by delicate yellowish lines. 

The wall of the left ventricle is .6 cm. in thickness, the muscle 
does not show the yellowish streaks seen on the right side. 

The coronary vessels present nothing of significance. 

Microscopically by paraffin sections and hematoxylin and eosin 
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there is no demonstrable alteration in the interstitial connective 
tissue and the vessel walls show only a very trifling degree of 
thickening affecting the individual coats about equally. 

The subepicardial fat of the right ventricle forms nearly half 
the thickness of the wall and from it occasional small strands of 
fatty tissue extend inward between the muscle bundles. 

The muscle striations are indistinct. 

In the individual fibers are considerable accumulations of 
brownish pigment granules, for the most part situated about the 


_ nucleus, and with weak illumination a number of minute vacuoles 


in the muscle substance can be distinguished. 

By Marchi there is a heavy accumulation of blackened granules 
in practically every muscle cell of the myocardium. 

The granules are for the most part of minute size and are best 
seen with oil emersion and high illumination. They are diffusely 
distributed throughout the muscle fibers, those of larger size 
usually lying in proximity of the nucleus. 

They are most abundant in cells nearest the endocardium, here 
an occasional cell is seen in which their numbers obscure both 
striations and nucleus. 

No relation between the location of vessels and distribution of 
blackening in the muscle cells can be distinguished. 

The picture is one of severe generalized myocardial fatty de- 
generation. 


TECHNIQUE OF EXAMINATION OF BRAIN. 

Blocks of fresh tissue were removed from the first frontal con- 
volution, the paracentral lobules, gyri recti, first occipital, first 
temporal, from the region of the calcarine fissure and from the 
cornu ammonis and cerebellum. Duplicate block from each area 
were fixed in 95 per cent alcohol, corrosive sublimate and 10 per 
cent formal, respectively. 

A portion of the alcohol material was cut unembedded and 
stained by the original Niss] method, and the remaining portion 
embeddel in celloidin and stained with toluiden blue. 

Blocks from the sublimate solution were embedded in paraffin, 


cut at a thickness of six microns and stained with hematoxylin and 
eosin, eosin and thionin and Van Gieson’s stain. 
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The formalin material was taken for Marchi’s, Pal’s and 
Mallory’s phosphotungstic acid hematoxylin stains and for frozen 
sections stained by Herxheimer’s scharlach fat stain and Biel- 
chowski’s method for neurofibrils. 


HistoLocic FINDINGS OF THE BRAIN, 

To general observation it is at once evident that the sections of 
the different areas present no indications of focal destructive 
change. The stratification is everywhere apparently normal ; there 
is no architectural nerve cell loss or massive glia replacement. 

The pia is everywhere comparatively thin and contains no cellu- 
lar infiltration. 

The vessels of the pia, not structurally noteworthy, are chiefly 
remarkable for a quite noticeable engorgement affecting the veins. 

These are quite generally filled with well-preserved red cor- 
puscles and, in contrast to the arteries, are moderately dilated. 

At certain points a limited number of grouped red cells are 
found lying free in the pial meshes. 

Beneath the pia the superficial fibrillary glia in Mallory prepara- 
tions appears everywhere as a thin zone of delicate fibers. Occa- 
sionally at the bottoms of sulci the glia belt is a trifle increased, 
but nowhere does it show notable overgrowth. 

The cortical vessels, as a rule, are without alterations of im- 
portance, the walls are of normal thickness and the individual cell 
nuclei of their coats well stained. 

Occasionally among the long medullary vessels, certain ele- 
ments are rendered conspicuous by the presence of a relatively 
large number of deeply stained nuclei in and about their walls. 

A limited number of these cells are of the spindle shaped ad- 
ventitial type; the greater number, however, are endothelial ele- 
ments possessing slightly enlarged nuclei which are chiefly con- 
spicuous for their slightly distorted shape and large amount of 
chromatin which they contain. 

It is probably correct to regard such elements as hypertrophic 
and as exhibiting mildly proliferative tendencies, but since their 
occurrence is limited to comparatively few of the cortical vessels 
no particular significance can be attached to their presence. 

Further study of the Mallory glia preparations and of sections 


stained by Weigert-Pal furnishes no additional data to the histo- 
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logical picture and alterations of essential importance are found 
wholly in the individual elements of the cortex. 

These changes, since they present fundamental differences in 
type and distribution for descriptive purposes at least, are best 
considered as separate processes ; one affecting the large elements 
of the deep cortical strata and the other the small and medium- 
sized pyramids of the outer cell layers. 

As seen in Nissl preparations the alteration in the larger ele- 
ments affects most severely the large Betz cells of the paracentral 
lobules. These cells, with but occasional exceptions, show very 
typically the central glassy dissolution of Nissl granules and per- 
ipheral nuclear displacement of an axonal reaction remarkable for 
the severity of alteration and number of cells involved. To a less 
degree among the large cells of other areas cellular reactions of 
similar general type occur and together with the more evident 
changes in the Betz cells constitute one very readily distinguished 
form of cell alteration, which were it not for the presence of an 
equally marked, though less conspicuous, alteration of another 
type, would largely overshadow the entire histological picture. 

In the medium and smaller-sized pyramids, however, changes 
of different type are presented and the alterations as seen in such 
cells, while of much less individual prominence, constitute by their 
wide distribution and frequency of occurrence an essential part 
of the histological picture. 

As distinguished from the axon’ changes, the alterations affect- 
ing the cells of lesser size are apparently of more chronic type, 
and, as differing from the swollen globular cell bodies and little 
altered processes of the larger cells, these frequently present small 
shrunken bodies and prominent tortuous prolongation (Plate I). 

The staining reaction of the entire substance of such cells is 
either increased or diminished so that in the fields they appear as 
diffusely colored pyramids with little demarcation between nucleus 
and cell body, or, having lost their affinity for the stain, as faintly 
stained elements with difficulty distinguished from the surround- 
ing ground substance. 

On close examination in cells of the latter type the cytoplasm is 
seen to have assumed a lightly stained and loosely reticulated ap- 
pearence and in still more severely affected elements this has 
given place to a finely granular debris surrounding the still darkly 
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colored nucleus (Plate 1). Cells presenting a shriveled, shrunken 
appearance with vacuoles in the protoplasm are also not infre- 
quently encountered. 

In some places, occupying the upper layers of the cortex, there 
are found occasional small fields in which with few exceptions all 
the nerve elements show varying stages of similar alteraticns 

Pigment deposits in these cell types, as shown by the scharlach 
stain, are peculiarly irregular in distribution. 

Many cells, immediately adjoining others in which no schar- 
lach reaction is visible, are filled with well-marked accumulations 
of small-sized granules or are occupied by large dark red clumps 
of similar material situated beside a normally staining nucleus. 

A point not without importance in connection with the altera- 
tions in the cells of the outer layers is their distribution, for the 
occurrence of the affected small and medium-sized pyramids is 
not limited to any particular brain area. By comparison, both in 
intensity of the alterations themselves and number of cells affected, 
no differences can be detected between areas in which marked 
axonal reactions are displayed and in those with few cells of suffi- 
cient size for its demonstration; whereas, in no area showing 
axonal changes are the more chronic alterations among the small 
cells absent, and many regions are encountered in which the latter 
type of change is the only one presented. 

The glia reaction by which the ganglion cell alterations are 
accompanied, while perhaps not quantitatively remarkable, is 
worthy of note. Occasionally about comparatively normal, as well 
as altered, ganglion cells a moderate increase in the satellite glia 
nuclei is noticeable and in a limited number of instances there is 
some tendency to replacement about certain of the more regressive 
small and medium-sized pyramids. 

The individual glia elements concerned in this appearance, as 
well as in a similar increase noted along a number of the smaller 
vessels, are for the most part of progressive type; the nuclei are 
sharply stained and contain a number of very distinct chromatin 


granules somewhat resembling those of lymphocytes in distri- 
bution. 


As shown in Nissl preparations the amount of protoplasma sur- 
rounding the glia nuclei in these situations is small and does not 
constitute an essential feature of the picture. Nor, as shown by 
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the Herxheimer stain, can fatty deposits in the glia be said to be 
a finding of importance. 

The most notable alteration in the cellular glia, is the presence 
of certain peculiar individual elements; nuclei of altered shape, 
oval or bean shaped, having an indentation On one side, or even 
occasionally presenting a spindle-shaped outline. The latter ele- 
ments, those of more elongated form, in addition show, at the 
nuclear poles, the faintest suggestion of protoplasmic prolonga- 
tions and in general appearance resemble, to some degree, the 
“ stabchenzellen ” of general paralysis. 

That in this instance such cells are true glia elements is clearly 
indicated by the presence of many transition forms. Elements in 
various stages between the usual type of round glia cell and the 
oval or spindle-shaped nuclei of the modified cells. 

The distribution of these altered glia types shows no relation to 
the presence of vessels or occurrence of axonal reaction, but are 
seen in greatest number among the more chronically altered small 
and medium-sized pyramids of the outer cortical layers where 
their presence is doubtless another indication of the same chronic 
degenerative process displayed among the nervous elements. 

The amount and distribution of fatty pigments, as shown by the 
Marchi and Herxheimer methods, varies somewhat with particular 
cortical areas examined. 

$y Marchi is shown a characteristic and rather heavy-black 
dotting of the white substance throughout the white matter of 
the para-central lobules and similarly, but to a notably less degree 
in the myelin of other regions as well. 

With the scharlach stain the distribution rather than the amount 
of fatty pigment is chiefly noteworthy. Among the larger ele- 
ments and those showing axonal changes, and in the glia as well, 
many elements, perhaps the majority, show pigment deposits that 
are notably small and not infrequently are such deposits even 
absent. 

The most notable reaction of this type is observed in the smaller 
cells of the outer layers and even as seen in these cells the intra- 
cellular distribution of the fatty pigment is not such that of itself 
causes any considerable alteration in the cell form, as in cells 
affected with senile change, but rather as deposits which conform 
in shape to that of the altered and shrunken cell body (Plate II). 
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Although even in this situation the number of cells essentially 


altered by fatty change only is not sufficient to warrant the assign- 
ment of a too great importance to this change alone it is worthy 
of note that while no relation can be established between the re- 
action in the smaller cells and points of maximum Marchi reaction 
in the myelin, the distribution of the chronically shrunken de- 
generated small pyramids of Nissl preparations corresponds ac- 
curately in location with the maximum fat deposits demonstrated 
by the scharlach stain. 

In Bielchowsky preparations the two types of alteration among 
the ganglion cells shown by other methods is even more plainly 
evident. 

Among the Betz cells and larger motor pyramids where in Nissl 
preparations axonal changes are demonstrated, corresponding 
fibril pictures are seen, and with great distinctness is shown the 
abrupt termination of the fibrils within the cell and their com- 
plete disintegration into the dust-like particles and glassy homo- 
geneous material with which the excentrically displaced nucleus is 
urrounded. The unusual severity of such changes in the large 
cells is apparent from the large number of cells in which hardly a 
trace of original fibril structure is retained (Plate LV). 

Of equal significance, however, is the second type of alteration, 
which, in the small and medium-sized ganglion cells of the second 
and third layers is displayed alike in motor areas and general cor- 
tex throughout. As seen particularly well in fibril preparations, 
alterations of this second variety, among the smaller elements, are 

ubject to a noticeable gradation of severity, which seemingly 
corresponds more or less closely to the size of the elements 
affected, and in certain cells of larger size their interpretation can- 
not be definitely established. 

In these larger cells (the medium-sized pyramids of the third 
layer) the fibrils have retained a fair degree of usual arrangement, 
and in the processes and peripheral areas of the cell body are re- 
latively intact and unaltered save that they are somewhat closely 
placed. 

In the centers of such cells, however, about the nucleus, with 
few exceptions well-preserved fibrils are absent and the nucleus is 
surrounded by a well-marked light-colored area in which the rem- 
nant of normal fibrillar structure is represented by either a hardly 
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distinguishable web-like arrangement of complexly interwoven 
delicate broken wavy fibrils, or by merely a collection of fine dust- 
like particles (Plate V). 

Whether the changes in such cells are associated in origin with 
axonal alterations or whether they belong to other changes of 
more chronic nature affecting the smaller cells cannot be decided. 
The situation of the broken fibrils in the center of the cell about 
the nucleus possibly indicates the so-called central chromatolysis 
of axonal reaction, while on the other hand the unaltered central 
location of the nucleus and the resemblance in other respects which 
these alterations bear to those of small cell type suggests the pos- 
sibility of their being the milder expression of a similar process 
affecting chiefly the cells of smaller size. 

The changes in the latter elements, whatever doubt may be justi- 
fied in those in the other cells, are shown by fibril methods to be 
such as are readily separable from those of other type present and 
by both severity and frequency they constitute a part of the picture 
equal at least in importance to the more conspicuous axonal 
changes among the larger elements. 

So wide spread in distribution and so frequent in occurrence are 
the pronounced alterations among these smaller cells that technical 
errors are only excluded by the similarity of all sections prepared 
and the uniformity with which the changes appear in the special! 
locations mentioned. 

On detailed examination a fair number of small cells are found 
in which the intracellular fibril arrangement is comparatively but 
little altered and the cell in a fair state of preservation, but as a 
rule the small cells, in contrast to elements of larger size, appear 
as ill defined “cell shadows,” so that even in darker colored 
preparations many are distinguished with difficulty, and the 
occurrence of partially normal appearing cells among whole fields 
of intensely degenerated elements strikingly emphasizes the altered 
appearance of those affected. 

In the latter the usual appearance of intracellular fibril arrange- 
ment throughout the cell has disappeared and is replaced by pic- 
tures of varying grades of destruction. In some the fibrils entering 
from the processes appears to terminate in a more or less orderly 
net work, the open spaces of which are seen as small refractile 
points probably representing pigment granules (Plate VI B). 
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In others showing no indications of pigment, an appearance 
resembling a coarse open lattice with large spaces is assumed, or 

§ a greater part of the cell body may be occupied by large multiple 

vacuoles and no fibrils visible (Plate VI A, C and D). 

In still other elements, with darkly impregnated nuclei, a differ- 


ent picture of degeneration even yet more marked is present. 


Cells in which neither straight fibrils, lattice work or vacuoles are 
seen, but in which the fibrils on entering are immediately broken 
up into short filamentous threads, in some instances dark and 


— irregularly swollen, in others thin and delicate, but always poorly | 

: stained and which without definite arrangement lying thickly | 

s scattered throughout the cell and constituting the sole remnants of | 
the intracellular fibril structure (Plate VI; E). 


In both type and location these functionally dead cells of the 
fibril preparations correspond definitely to the same process less 
strikingly demonstrated in Nissl sections and definitely indicate | 
the presence of a severe and well-advanced process of cellular 
decay among the cells of small and medium size in the outer layers 
of the cortex. 


SUMMARY AND Discussion or HistoLocic FINDINGs. 


Study of the preparations by all methods employed as well as 
the gross examination shows that arterio-sclerosis, general paral- 
ysis, glia scleroses and other lesions of a like coarse nature are | 
definitely excluded, and that likewise changes such as would result j 
from an organically senile state do not enter into the make-up of 
the histological picture. 

\side from the detectable engagement of the veins in the pia 
and the presence of occasional minute hemorrhage in the same 
location the changes are confined almost wholly to the parenchy- 
matous elements of the cortex. 

(he character of the changes occurring in the nerve elements, 
ior descriptive purposes justifies their diversion into two types. 
Chese affect the Betz cells and other deeply placed larger elements 
ind the small pyramids of the outer layers respectively. 

in the alteration in the larger cells all the characteristics of the 
‘xonal reaction are displayed and are accompanied by the usual 
Marchi degeneration in the myelin of the para central regions. 
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The second type of alteration displayed in the outer layers 
throughout the cortex among the smaller cells is apparently of 
different nature and possibly of longer duration than that affecting 
the larger cells. 

It is characterized by a more chronic form of degeneration in 
which tiie affected cells by a process of shrinkage and decay are 
reduced to disiorted vacuolated elements of ones showing but rem- 
nants of granular debris 

One point of importance by which changes of the latter type are 
distinguished from the axonal alterations may be mentioned the 
distribution of the two changes. For while the cells showing most 
characteristically the axonal reaction together with the accompany- 
ing Marchi degeneration are most numerous in the paracentral 
regions, the other set of changes shows no predilection for any one 
region and occurs with equal frequency and severity in the outer 
layers of ali areas alike. 

A similar condition obtains in the distribution of fatty pigment 
among the cells as shown by the Herxheimer method, for there 
again this does not correspond to axonal reaction changes. 

In cells showing the latter, fatty deposits are as a rule strikingly 
small, and while even among the smaller outer layers this altera- 
tion is not unduly prominent, still it is among these elements that 
the maximum fatty deposits occur. 

The Bielchowski method emphasizes more clearly than an) 
other the changes in the small cells and shows plainly the differ- 
ences between these and the axonal reaction. As in Nissl prepara- 
tions, but here more strikingly shown, the majority of the small 
cells are essentially altered and in a relatively large number even 
complete disintegration of the intracellular fibrils into coarse 
lattice work, granular debris or disorderly recticulum is distinctly 
evident. 

The glia reaction, which is qualitative rather than quantitativ: 
and characterized by the occurrence of certain peculiar cells 
irregular oval or spindle-shaped form, is shown only with an) 
degree of prominence in the outer cortical zones of small cells 

To summarize in brief we have as the principal characteristics 
of the histological picture the presence of engorged and dilated 
veins and minute hemorrhages in the pia, a marked axonal reac- 
tion in the large cells of the paracentral region; and a severe 
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perhaps chronic, degenerative alteration in the smaller cells of 
the second and third layers (accompanied by qualitative glia re- 
action ). throughout the cortex. 

In attempting to correlate these changes with those hitherto 

nstrated in connection with psychoses of circulatory origin 
point offering the greatest (ifficulty perhaps is the interpreta- 
tion of the presence of the axonal reaction. 

It must be noted that in the first systematic histologic investi- 
gations of the histologic alterations present in psychoses thought 
to be based on circulatory disturbances, Jakob gives prominence to 
a change among the Betz cells referred to by him as “ Central 
Chromatolysis.” From both descriptions and drawings it is evi- 
lent that this change is identical with the axonal reaction (Fig. 6). 

In such case the question naturally suggested is whether in his 
cases Jakob is in reality dealing with a condition of central neu- 
ritis, or whether in these instances the axonal reaction forms 
merely a part of a series of specific changes of another process. 
Or, on the other hand, are these cases instances of central neuritis 
with a special etiology ? 

The previously reported cases of central neuritis cannot be said 
to show records of heart conditions sufficiently severe or character- 
istic to justify a positive conclusion on this point, but since even 
mechanical circulatory interferences must in the end exert their 
deleterious influence on the nervous elements through chemical 
ction, a supposition that the changes of central neuritis may in 
certain instances result from such mechanical action does not con- 
‘t with the previous conception of its toxic origin. 
hut aside from the change in the large cells which must be con- 
d to be at least of central neuritis type, are those present in 
elements of smaller size. It is realized that the changes of 
central neuritis are of a wide-spread character and that in the pres- 
nce of changes among the larger elements by which it is char- 

rized, additional changes in other cells must be interpreted 


with caution. But here again we must recognize the fact that 
such changes in the small cells in the present instance correspond 
to those in the cases of circulatory psychoses clinically observed 


histologically examined by Jakob and the subject again re- 
to the original question : 
the findings in this and other similar instances indicate a 
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central neuritis with a special etiology or may they be regarded as 
indicating some other special process to which at some point of 
evolution the features of central neuritis are added? The de- 
termination of this point can only await the results of subsequent 
observations. 

CONCLUSIONS. 

1. Previous successful attempts to further differentiate certain 
unsatisfactorily classified conditions and to place them in separate 
categories indicates that if a sufficient basis of fully recorded clini- 
cal facts and anatomical findings can be obtained, further efforts 
in this direction are justifiable. 

2. The achievements most desirable in this direction are those 
in which a chain of events can be traced between definite etiologi- 
cal factors, clinical features and anatomical findings. 

3. In separating from an indefinite class of atypical depressions 
and undifferentiated deliriums, a type of mental disorder etiologi- 
cally related to definite organic heart affections, a desirable step 
in the further necessary elucidation of such conditions is accom- 
plished. 

4. The principal clinical feature of such “ cardiac” or “ circula- 
tory ’’ psychoses is the complex of anxious depression with sudden 
onset and extremely irregular course with principally nocturnal 
delirious episodes, vivid reaction to hallucinations and early fatal 
termination. 

5. The conditions from which cardiac psychoses must be par- 
ticularly differentiated are toxic exhaustive delirium, mixed manic 
depressive insanity and terminal central neuritis. 


6. The histologic cortex findings in the present case are such 
that the question of their relation to central neuritis and to cardiac 
psychoses on one hand, and the possible connection between car- 
diac lesions and changes of central neuritis on the other must be 
determined by further observation. 


DEGENERATIONS OF INTRACELLULAR NEUROFI- 
BRILS WITH MILIARY GLIOSIS IN PSYCHOSES 
OF THE SENILE PERIOD.* 
By ALBERT M. BARRETT, M. D. 
From the State Psychopathic Hospital at the University of Michigan.) 


In the brains of certain cases of senile insanity there are not 
uncommonly found, scattered in greater or less numbers through 
the cortex, circumscribed foci of tissue alteration. In general, 


these resemble miliary necrotic areas, which subsequently become 
= encapsulated by neuroglia fibres. Their appearance differs much 
according to the method of preparation 


% The occurrence of these focal areas, or “ placques,” was first 


: observed by Redlich (1) in 1898, who designated the condition 

as miliary sclerosis. The same peculiar structures were described 

by Alzheimer (2) in 1907 as occurring in some peculiar forms of 

; senile dementia. In 1906 Mijake (3) in a study of pathological 

» changes in senile brains noted the occurrence of these placques, 

| even in cases not classed as insane. Fischer (4) in 1907, in a 

1 study of the brain in senile dementia, found placques not infre- 

quently. He described the condition as “ driisige Nekrosen,” and 

. regarded the placques as directly related to pathological altera- 

om tions of the neurofibrils. The contribution of Bonfiglio (5) in 

1908 especially concerned the relation of the placques to degenera- 

ch tions of the intra- and peri-cellular neurofibrils. The most exten- 

ac sive study of the whole subject is the recent monograph of 
ar- Perusini (6) published in the Nissl-Alzheimer Arbeiten. 

be We have recently had an opportunity to study the clinical and 


anatomical conditions present in eight cases presenting these in- 
teresting lesions of the cortex. In this material it has been possible 

corroborate much of the work that has been done and to dem- 
onstrate certain details in the various stages which the placque 
seems to go through during its development, particularly regard- 
ing the products of degeneration and the glia reactions. 


*Read at the sixty-sixth annual meeting of the American Medico Psy- 
gical Association, Washington, D. C., May 3-6, 1910. 
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Case L—E. T. Until he was 48 there had been no mental disturbance 
At this age he complained of not feeling well and consulted a physician 
The nature of this trouble is not known. When he was 50 it was ob- 
served that he would give “foolish” and incorrect replies during con- 
versation. “ When asked to do something he would not know how to go 
at it.” Five years later the disturbance had become more marked. He 
became unable to write. He frequently lost things. He would some- 
times ask for objects which lay directly before him. In talking he often 
used wrong words, and after he was 67, it became impossible to under- 
stand his conversation. At 68 he became a patient in the Michigan Asylum 
at Kalamazoo. The physical examination at that time showed marked 
arterio-sclerosis and irregular heart rhythm. Neurologically there was 
slight asymmetry of the face; Romberg symptom; staggering gait; the 
tongue was tremulous and deviated toward the right; the pupillary reac- 
tions were sluggish; the knee jerks unequally exaggerated and there was 
slight ankle clonus on both sides; there were no peripheral abnormalities 
of the eyes, except arcus senilis, but it was noted that he appeared as if 
blind; when asked to name objects, he always felt of them. There were 
many aphasic symptoms. He had difficulty in understanding questions 
and many of his replies were unintelligible. From the time he came into 
the hospital he was noisy and restless. He was fed mechanically. He 
developed a stight febrile temperature with a slow pulse. He became 
stuporous; his head was much retracted and 8 days after his admission, 
died in coma. 

Pathological Diagnosts—Mitral stenosis; chronic fibrous endocarditis; 
fatty myocarditis; chronic tubercular broncho-pneumonia; diffuse and 
focal cerebral atrophies. 

The brain weighed 1165 grams. The basal trunks and their branches 
were free from sclerosis. The convolutions of the hemispheres showed 
atrophies in all regions, in varying degrees. The atrophies were most 
marked in both occipital regions, the left more than the right. These 
convolutions were narrow, their surfaces uneven and their separating 
sulci much widened. Section of the brain after hardening in formaline 
showed that the left hemisphere was shorter than the right. The atr 
phies of the convolutions were extreme, and the white center of both 
occipital regions was much reduced. There were no gross evidences of 
arterio-sclerosis. 

Microscopically there was found extreme atrophy of the nervous ele- 
ments of the cortex and multitudes of placques scattered through al 
regions of the cortex, but most marked in the region of the angular gyri 
and adjacent occipital convolutions. The majority of the placques repre 
sented what we have regarded as old stages, viz., having become enca{ 
sulatel with neuroglia fibres. 


Case II.—S. C. A man who was always of inferior physique, quick 
tempered and irritable. When he was 73 he talked in a rambling manner 
and made threats. He would wander away from home and not be able to 
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return without aid. When he was 76 he became a patient in the Eastern 
Michigan Asylum at Pontiac. Physically, there was arcus senilis. The 
superficial arteries were sclerotic and there was an aortic murmur. He 
was unsteady on his feet and his gait was described “ like that of a senile.” 
There were tremors of the face as he talked. There were no disturbances 
of the reflexes. He was disoriented and seemed to have no memory for 
remote or recent events. He showed a marked aphasia and apraxia. He 
could not execute commands, although he seemed to understand the 
question. It was seldom that he could name objects placed before him, 
and he was unable to pick out those asked for. On February 23, 1909, 
he had a slight seizure and passed into a comatose state, which continued 
until his death, 9 days later. 

Pathological Diagnosts.—General arterio-sclerosis; cardiac hypertrophy ; 
cerebral hemorrhage. 

The brain weighed 1186 grams. There were severe arterio-sclerotic 
changes in the basal trunks and their branches. There were extreme 
atrophies of the convolutions in the region of the left supra-marginal and 
angular gyri. Their size was reduced to almost thin laminae. Elsewhere 
the convolutions showed slight atrophies, but nothing as severe as that of 
the left occipito-temporal region. Sectioning the brain showed a large re- 
cent hemorrhage in the region of the right optic thalamus and the adjacent 
central white areas. 

Microscopically there were great numbers of placques scattered through 
the cortex, with atrophies of the nervous elements and intra-cellular 
neurofibril degenerations. These changes were most marked in the regions 
showing in the gross the most prominent atrophies. The placques were 
chiefly at a stage in which an active glia fibre proliferation was present 
around them. 


Case IIL—A. B. The history of this man was unknown until he was 67 
years old. Previous to his admission to the Michigan Asylum at Kala- 
mazoo, he had been an inmate of a charitable home. There his memory 
became so defective that he could not be cared for and he was sent to 
the asylum, in February, 1908. Physically he showed a senile appearance, 
arterio-sclerosis and a roughened mitral sound. There was a general 
tremor of the body; Romberg symptom; his right leg was spastic; the 
knee jerks exaggerated and there was bilateral ankle clonus; the pupils 
were irregular, but reacted to light. He became bed-ridden. He took 
no interest in what was going on around him, and was completely dis- 
oriented and had no memory for remote or recent happenings. At times 
he betrayed expansive delusions and generally his mood was euphoric. On 
March 30, 1908, he had several epileptiform convolutions, followed by 
transitory paralysis. His speech became difficult to understand. In Jan- 
uary, 1909, he had several more seizures and became unable to use his 
left side. These seizures continued at intervals until his death in 
May, 1909. 

Pathological Diagnosis.—Chronic fibrous endocarditis; general arterio- 
sclerosis; broncho-pneumonia. 
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The brain weighed 1355 grams. The pia showed a fibrous leptomenin- 
gitis. There was no marked arterio-sclerosis of the basal trunks. The 
convolutions were markedly atrophic, particularly in the frontal regions 
and the left superior-parietal convolution. The surfaces of the convolu- 
tions in this latter region were uneven and the consistency much increased 

Microscopically there were marked atrophies of the nervous elements of 
the cortex, extreme fatty degeneration of the nerve cells and fatty pigmen- 
tation of the neuroglia. Placques were numerous in all regions of the 
cortex. The placques showed large amounts of fat reacting granules, 
mostly included in glia cells, but much is apparently free in the placque. 
There was little glia fibre proliferation around the majority of these 
placques. 


Case IV.—I. H. A man who, at about 73, suffered from gastric dis 
turbance, which greatly reduced his physical health. At about 77 his 
conduct became different, he complained much, expressed many hypo 
chondriacal ideas, became excessively talkative, spoke of impossible con- 
ditions of his body organs; he believed he was not being treated properly; 
that no one cared for him. There was excessive irritability and he became 
violent if opposed. At his admission to the State Psychopathic Hospital 
on August 13, 1909, he was 78 years og age. Physically he was of pro- 
nounced senile appearance. The heart was slightly enlarged to the left and 
there was a faint systolic murmur. There was a high degree of peripheral 
arterio sclerosis. The pupils were unequal, and reacted sluggishly to light. 
There was some error in sensibility tests. The tendon reflexes were ex- 
aggerated. His gait was feeble and his station unsteady. He was very 
restless, especially at night. As he lay in bed he was in constant motion, 
picking at his bed or moving his limbs restlessly. His attention could not 
be held. Place and person orientation was fair, but he had no idea of the 
season or time. His memory was bad, both for past events and recent 
happenings. His spontaneous speech was rambling and disconnected. 
There continued marked restlessness and irritability. At night he slept but 
little. He complained much of gastric distress and there were clinical 
evidences of gastric ulcer. He had changing delusions, spoke of embalm 
ing fluid being put in his bed, and that it got into his head and made him 
dizzy. At other times he complained of being troubled by electricity. He 
continued to fail physically and took his nourishment poorly. The com- 
plaints of dizziness became more marked and he became bed-ridden. His 
memory disturbance increased and he became unable to find his way about 
the ward, often getting into the wrong bed. On September 2tst he had a 
gastric hemorrhage and passed blood from the bowels. He became coma- 
tose and died on the day following. 

Pathological Diagnosis.—General arterio-sclerosis; ulcer of the duode- 
num with recent hemorrhage. 

The brain weighed 1345 grams. There was slight arterio-sclerosis of the 
basal trunks. The convolutions were perhaps a little less closely approxi- 
mated than usual but there were no extreme atrophies. 
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Microscopically there were present numerous placques scattered through 
the cortex. These were less numerous than in any of the preceding cases. 
There was no marked glia fibre proliferation around them and the majority 
eemed to represent early stages in their formation. The nervous elements 
did not show marked atrophy, but the nerve cells all showed an excessive 
degree of fatty pigmentation so extreme as to amount to a fatty degenera 

There were no pathological findings in the intra-cellular neurofibrils 

) this case. 

Case V.—E. A. A man who, until he was 76, had shown no mental dis- 
turbance. At this age his memory became so bad that it was said, “he 
could not remember anything; he would not know how to get to the barn.” 
At nights he was restless and would go to bed with his boots on. On the 
streets he would become confused and could not find his way about. He 
was apprehensive and suspicious of the actions of those about him. At all 
times he was irritable in his moods. At 78 he became a patient in the 
Michigan Asylum at Kalamazoo. Physically he showed the appearance of 
senility. His pulse beat was slow and irregular. Neurologically he had an 

teady gait and the knee jerks were much decreased. Mentally he 

wed extremely defective memory both for his former and recent ex- 
veriences. His disorientation was complete. In his actions he was con- 
fused, he could not find his way around the ward. For a short period he 
became more clear in his comprehension and then again became as before. 
Eighteen months after his admission he had become bed-ridden. Con- 
tractures were present in both legs. There was present a general arterio- 
sclerosis and death occurred when he was 78. 

Pathological Diagnosts.—General arterio-sclerosis; chronic fibrous endo 
carditis; broncho-pneumonia; chronic diffuse nephritis; cystitis 

The brain weighed 1330 grams. There was a chronic fibrous leptomen 
ingitis, severe sclerosis of the basal trunks and their branches, marked 
diffuse and focal atrophies of the convolutions. 

Microscopically there were severe degenerative changes in the nerve cells, 
proliferation of neuroglia cells and fibres. Numerous placques were scat 
tered through the cortex in all regions. 

Case VI.—C. A. A man who, at 67, became suspicious of the actions of 

around him. His actions were as if he were confused; he would 
nder away and become lost. His memory was poor. He became a 
patient in the Northern Michigan Asylum at Traverse City. There he 
howed a senile appearance. He was talkative, euphoric and his attitude 
was that of a mild hypomania; after a few months he had become less 
tless and was taken home. At 78 he again became hypomanic, con 
uing thus for 6 weeks when he became quieter. At 79 there was another 
riod similar to the last, this subsided after 4 months but he then became 
stuporous and later comatose with Cheyne-Stoke’s respiration, and febrile 
temperature and died a few days later. 

The brain only was examined. There was present a large hematoma of 
the dura mater, into the cyst of which there had been a recent hemorrhage. 
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The left hemisphere was greatly compressed. Apart from this the con 
volutions on both hemispheres showed considerable atrophy. The basal 
trunks were severely sclerotic. 

Microscopically placques were found in all regions of the cortex ex- 
amined. In most regions there was extreme atrophy and disappearance 
of the nervous elements, particularly in the upper strata. In some sec 
tions this was to such a degree that only neuroglia and blood vessels re- 
mained. Placques were more numerous in the areas of extreme atrophy 
than elsewhere and in these localities all showed encapsulation by glia 
fibres. In the appearance of the placques and the degree of atrophy pres 
ent this case closely resembled the first case in our series. 


Case VII.—A. R. A man who, at about 75, became mentally disturbed 
At the age of 80 he was a patient in an asylum. The defective records 
state that he showed the “symptoms of senile dementia.” He had several 
seizures without paralysis and died suddenly from heart failure with hydro 
pericardium. 

Pathological Ditagnosis.—General arterio-sclerosis; hydrothorax and 
hydropericardium; chronic endocarditis; chronic diffuse nephritis 

The brain was not weighed but was noted as being small. After harden- 
ing in formaline, there was found chronic fibrous leptomeningitis, sclerosis 
of the basal trunks and their branches. The convolutions were atrophic and 
on sectioning there was found much atrophy of the central white substance 
and widened lateral ventricles, 

Microscopically there was found severe atrophy of the nervous elements, 
and placques were numerous in all regions of the cortex examined 

Case VIII.—The clinical records in this case are unfortunately defective 
The man was 90 years old at the time of his death and for 5 years pre 
viously he had been a patient in an asylum. It is stated in the notes that 
he was a case of senile dementia. He was dull in comprehension; dis 
oriented and his memory for recent impressions seemed to be completely 
lost. 

The chief pathological findings were: General arterio-sclerosis; chronic 
fibrous endocarditis and cardiac dilatation. 

The brain weighed 980 grams. The basal vessels were severely sclerotic 
The convolutions showed extreme atrophy. The central white substanc 
was much reduced in volume and the lateral ventricles widened. 

Microscopically numerous placques were found in all regions examined 


The placques which were present in all of the foregoing cases 
were brought out most contrastingly by the Bielschowsky neuro- 
fibril impregnation methods, and by this method the best idea of 
their number and distribution can be obtained (Fig. 1). The) 
were found in our material in sections from a variety of regions 
and in one case in the optic thalamus. They apparently do not 
occur except rarely in the white substance. In a few of our sec- 
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tions there were placques placed in the central marrow of a con- 
volution, but even in these instances they lay in those parts near- 
est the lowest nerve cell strata and in localities in which a few 
scattered nerve cells occurred. They lie in all levels of the gray 
substance of the cortex, but are usually more abundant in the 
upper nerve cell strata. Not infrequently they occur in the first 
stratum and sometimes even touch the free margin of the cortex. 
In size they vary greatly, the smallest measured from 10-20 micra 
and not uncommonly the larger exceeded 100 micra in diameter. 
In general it seems that the younger stages of the placque have 
the more extended areas. In the older stages the tendency of the 
placque substance is to shrink during its encapsulation. 

In the considerable variety of our material it seemed possible 
to distinguish different stages in the formation of the placques. 
That some are early stages is evident from the fact of their oc- 
currence without any surrounding progressive neuroglia reaction 
and that there are present in the focal area disintegrating elements 
which still are to be identified as nerve cells. Both early and late 
stages may occur in the same brain and sometimes even in the 
same section. In some instances when the earliest stages pre- 
ceding the neuroglia changes were present and in others the 
greater number of the placques were encapsulated. Such were 
-ases I and VI. 

These early stages show as focal areas of necrosis of the tissue 
elements in which is accumulated a peculiar, finely granular or 
homogeneous substance. In the beginning this seems rather 

sely spread through the area. Its peculiar staining qualities are 
well brought out in material fixed in Fleming’s solution and 
stained by the acid-fuchsin light-green method of Alzheimer. 
By this method the substance takes a greenish tinge and occurs 
is fine granules or small homogeneous bodies of varying sizes 
(Fig. 3). 

In some places extensions of this substance pass out from the 
otherwise rather even border of the placque. Somewhat later 
the area takes on the appearance of a miliary necrosis. The struc- 
ture of the focus becomes less compact and one finds various forms 
which seem to be altered nervous and neuroglia elements. Such 
are fragments of axis cylinders and round and oval bodies which 
apparently are of cell structures, pathologically altered. In frozen 
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preparations stained by Herxheimer’s method, there are demon- 
strated numerous fat reacting particles. Many of these are in- 
cluded in amceboid types of glia cells which he in varying numbers 
in the area, others apparently lie scattered free through the area. 
At this period the glia cells are plump and packed full of fat 
granules, the cells evidently being concerned in an active phagocy- 
tosis of fatty products of degeneration. In later stages, as glia 
fibre proliferation occurs in and around the plaque, the fatty pro- 
ducts become progressively less and the glia cells become shrunken 
and their inclusions changed in form and intensity of staining, 
but they continue to react to stains for fat. 

Apart from the fat products in the plaque there are several 
other products differing in their chemical qualities. The greenish 
substance which is present in the Fleming preparations does not 
give the reaction of fat. Probably many of the particles staining 
by the acid-fuchsin do bear some relation to the products giving 
fat reactions by other staining methods. Preparations by the 
Bielschowsky methods of these stages show a circumscribed area 
in which are deposited black particles. Some of these have the 
forms of fibrils, others are shapeless. Some of the fibres show 
swellings and peculiar forms, such as those which Fischer has so 
well pictured and which he describes as altered neurofibrils or 
axis cylinder processes. That these do occur in such areas can be 
seen in preparations stained by other methods, but it is not easy 
to distinguish which of those forms are nervous elements or which 
glia fibres. In the succeeding changes which take place in the 
area, the greenish substance of the Fleming acid-fuchsin light 
green method apparently coalesces into a homogeneous mass 

preading through the placque. The reddish staining substanc« 


disappear until finally all that may be demonstrated is a hom 
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ALBERT M. BARRETT 
There has from the early stages been a progressive develop- 
ent of glia fibres from cells bordering the area until ultimately 

he placque is closely meshed in a fibre capsule (Figs. 2 and 4). 
Usually rod cells are present around the placque and elsewhere in 

the section. The glia fibres spring from large progressive types 
f glia cells of the usual form concerned in the production of glia 

fibres 


The relation of these various stages to the several clinical 
» 


ses was interesting. In the cases of longest duration the placques 
well encapsulated by glia fibres were more abundant, such were 
cases land VI. In the cases with milder course the earlier forms 
predominated. As previously mentioned, however, in no case did 
the process proceed uniformly. Where old forms were found, 
younger ones were also present and it was often possible in the 
ime section to find various stages in their development, the pro- 
cess being a progressive one. In all cases there are present severe 
alterations of the nerve cells, as well as a marked increase in the 
number of progressive forms of glia cells. In all cases, except 
case IV, these changes were of a severe type, apparently leading 
to ultimate destruction of the cell. In the cases in which. nerve 
cell changes were not marked the placques were most abundant. 
In most cases there was an extensive loss of nerve cells, chiefly in 
the upper strata. All cases showed an extensive fatty degenera- 
tion of the nerve cells, in some cases severe enough to be considered 
fatty degeneration. Many nerve cells in cases III] and IV were 
ntirely filled with fat granules. 

The most interesting cellular changes are those which concern 
he neurofibrils. Of six cases in which satisfactory staining was 
btained, five showed the peculiar alterations of the neurofibrils 

scribed by Alzheimer, Bonfiglio, Fischer and Perusini. Cells 
ving these changes are scattered through a section or in many 
tances, the cells of certain areas are more affected than those 
ewhere. Like the placques they are more abundant in the 
ita 

ch altered cells present a great variety of 
ellular neurofibrils appear coarser than in 

were fused t gether big : They bx 
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pearance while others are pathologically altered. In the process of 
degeneration the cell-body and nucleus disappear, the cell finally 
being represented by a loose structure of tangled fibrils. In many 
instances the peri-cellular network appeared changed and was 
demonstrable in an unusual degree of distinctness. 

In sections from these cases stained by Nissl method, or the acid- 
fuchsin light-green, there are many severely altered cells which 
show peculiar striations, as if the neurofibrils were stained. In 
preparations from case III, there were peculiar staining reactions 
of many of the cells of the second strata. Such cells were greatly 
shrunken and stained wholly, or in part, deeply with the acid- 
fuchsin. Elsewhere even pathologically altered cells took a green- 
ish stain. 

In one case, No. IV, it was not possible to find these peculiar 
neurofibril degenerations, although placques were abundant, there 
being in one section as many as 70. The nerve cells in this case 
showed an unusual degree of fatty pigmentation. Clinically this 
case was of shorter duration, the man dying from hemorrhage 
from an intestinal ulcer. The placques which were present were 
of the early type. The greatest number of intra-cellular neuro- 
fibril degenerations occurred in those cases showing the older 
stages of the placque; such were cases I and VI. 

The association of placques and neurofibril degeneration of the 
nerve cells has suggested an intimate relationship and the prob- 
lem is presented as to whether the cell disintegrating with neuro- 
fibril changes forms the basis on which the placque develops. In 
our own studies it has been impossible to show that such is the 
case. Rarely is it possible to find a cell with neurofibril degen- 
erations in a placque. This occurs not more frequently than acci- 
dent would cause. The last stages of a cell disintegrating by 
fibril degenerations never showed the evidences of the beginning 
of a placque. The placques occur more frequently in the first 
layer of the cortex than would be likely if they formed only 
about a disintegrating nerve cell. 

There is another point which bears against the development of 
a placque directly from the fragments of a degenerating cell. We 
are familiar with the reaction changes in the neuroglia in con- 
nection with a variety of nerve-cell alterations and some of these 
even leading to complete disappearance of the cell. Such are the 
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degenerations occurring in toxic conditions, in general paralysis 
and in the pathological conditions associated with some organic 
psychoses. In all such the rule seems to be that there occur pro- 
gressive changes in the neuroglia cells, some of which have scav- 
enger functions, others form fibres. The distribution of the fibres 
is diffuse, rather than an encapsulating of the degenerating cell. 
A focal encapsulating reaction seems to occur only in the case of 
the presence of a foreign body, or around a focus in which there 
isa destruction of tissue, as about a tubercle, a softening or some 
tumors. The glia reactions which occur around a placque occur 
in this latter way, the placque being treated as a foreign body or 
amiliary necrotic area, and are not of the type which would occur 
following a disintegration of a nerve cell alone. 

There are undoubtedly pathologically altered neurofibrils in the 
placques.. Such can be demonstrated by both the Bielschowsky 
method and in stained preparations. Such fibrils in Bielschow- 
sky preparations often show swellings of their free ends or give 
abnormal staining reactions in other preparations. 

In and about some placques there are present peculiar staining 
shapes which seem to be pathologically changed cellular elements. 
Some seem to show the outlines of nerve cells, others are of the 
size and form of glia nuclei. In many other placques these are 
not present, at least in what seems to be the earliest stages. The 
change which seems to have taken place in these elements may be 
a part of the necrosis or disintegration which apparently takes 
place in and about the placque during its development. Such a 
necrosis would interrupt the continuity of the fibrils passing 
through the placque. The abnormal staining qualities of neuro- 
fibrils in the placque would be explained by the necrosis while the 
changes in the free ends of fibrils projecting into the placque are 
quite like those which one finds occurring in and about tumors, 
destroying nervous tissue. 

In most of the cases studied there was a considerable lessening 
of the number of nerve cells. The extent of this varied in differ- 
ent regions and was most marked in those cases in which the in- 
tra-cellular neurofibril degenerations were most abundant, and 
particularly in those regions in which the placques had become 
encapsulated. There was in all cases a marked increase in the 
number of fibre forming glia cells, this occurred in both gray and 
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white portions of the convolutions. These cells were most abund- 
ant where glia fibre proliferation had occurred around the 
placques. In the placque there was no staining of the myelin of the 
fibres. Elsewhere it was not easy to demonstrate any extensive 
massing of fibre degenerations. 

The blood vessels in most cases showed arterio-sclerotic changes 
to a greater or less degree. In one case the sclerosis was extreme 
and the cortex showed numbers of areas of wedge-shaped devas- 
tation and focal proliferation of neuroglia fibres. 

It was not possible to bring the placques into relation with 
blood vessel alterations. While an occasional placque would be 
found adjacent to a blood vessel, the greater number had no such 
relation. There were some cases which showed no arterio-scle- 
rosis and yet there were numerous placques. 

In most instances there were extensive accumulations of fatty 
substances in the vessel walls. The amount of this seemed di- 
rectly proportioned to the degree of fatty changes in the nerve 
cells and glia. The fatty granules were of varying size. While 
in most instances they were included in the cells of the vessel walls; 
in others, particularly where the fatty degeneration was most 
marked among the nerve cells, the granules apparently lay spread 
free through the vessel lymph space. 

In spite of the considerable work done by others and our own 
studies the primary cause of the placque remains unclear. The 
beginning of a placque seems to be a deposit of a peculiar sub- 
stance in the fine-cortical mesh work. This product may take its 
origin in the substances resulting from the very extensive degener- 
ations of the nervous elements, that were present in all cases. 

Alzheimer and Perusini describe this as occurring in a focal 
thickening of the diffuse protoplasmic glia reticulum. Not only 
is this substance deposited in focal massing, but it is more or less 
diffusely distributed. We found in a number of instances sub- 
stances, in every way reacting like the placque substance, spread 
out in broad and long patches in the cortex. In one case an un- 
usual deposit of this substance was spread through the first layer, 
without any trace of the circumscribed limitation occurring in the 
placque. Even from the placque itself it sometimes extends in 
streaks into the neighboring region. 


19! 
me 
fo 
du 
gl 
ne 
th 
we 
b 
ve 
li 
r€ 
fc 
fi 
ti 

V 


191 1] ALBERT M. BARRETT 515 


The more severe the degenerative changes in the nervous ele- 
ments are, the larger are the amounts of this substance deposited. 

Apart from this greenish staining substance, there are commonly 
found other products of degeneration. Many of these resembled 
corpora anylacea in their form and staining qualities. Other pro- 
ducts took the red stain of acid-fuchsin. In those instances in 
which the greater number of the placques were encapsulated by 
glia fibres, there was an extreme atrophy and disappearance of all 
nervous elements through large areas of the cortex, chiefly in the 
the upper strata. All that remained was a diffuse glia fibre mesh- 
work with numerous encapsulated placques. In those cases the 
brains showed the most marked gross atrophies. These were 
very prominent in cases I, II and VI. Why the substance is pecu- 
liarly deposited in the circumscribed manner found in the placque 
remains unclear. There subsequently occurs in the area of the 
focal deposit necrotic and degenerative changes, the products of 
which are chemically different in their staining qualities, and the 
final stage is the glia encapsulation. It becomes an important con- 
sideration as to the relation of this peculiar pathological process 
to the senile psychoses. Placques have been found in quite a 
variety of conditions other than psychoses of the senile period. 
Perusini records their occurrence in syphilis, in tabes and that 
they have also been found in the brain of a guinea pig. Further, 
the work of Mijake shows that they occur in the brains of seniles 
who were not insane. Alzheimer’s cases were of the pre-senile 
period. 

Our own cases are all distinctly of the senile period, excepting 
that in case I the beginnings of the clinical symptoms were noted 
even in middle life. The fact remains that the process is one pre- 
dominately associated with psychoses of the senile years. The 
clinical course of many of the cases has been a peculiar one, differ- 
ing from the presbyophrenic form of the senile insanity, and 
pathologically from the arterio-sclerotic form. Clinically there 
was in Our Own cases an unusual prominence of symptoms refer- 
able to organic changes in the brain. 

Cases I and II showed aphasia and agnostic apractic disturb- 
ances. In both these the atrophies and placque formation were 
most extreme in the region of the left angular gyrus. 
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In case III there were frequent epileptiform attacks and a 
spastic condition of the right leg with an absence of gross focal 
disturbances, apart from the atrophies. 

In cases V and VII there were no gross lesions, in one there 
were contractures and in the other epileptiform attacks. 

The peculiar localization of the atrophies and placques evidently 
has a determining effect upon the clinical symptoms. In all cases 
there was a profound disturbance of the memory and orientation, 
and episodes of confusion were prominent. 

It would seem that in this process of atrophy, neurofibril de- 
generation and placque formation one has one of the important 
explanations of a special clinical group of senile psychoses, and 
in future studies the occurrence of these findings will be exten- 
sively noted. 


DESCRIPTION OF PLATES. 


Fic. 1.—Convolution with placques. Case I. Bielschowsky method. 
Mag. 28. 

Fic. 2—Placques encapsulated by neuroglia fibres. Case I. Mallory’s 
neuroglia method. Mag. 120. 

Fic. 3.—Placque, early stage with deposit and necrotic products. Case III. 
Acid-fuchsin and light-green stain. Mag. 500. 

Fic. 4.—Placque, late stage with beginning encapsulation. Case IV. Acid- 
fuchsin and light-green stain. Mag. 500. 

Fic. 5.—Intra-cellular neurofibril degeneration. Bielschowsky method. 
Mag. 780. 
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THE PREVALENCE AND PSYCHOLOGY OF 
PELLAGRA.* 


By J. W. BABCOCK, 


Physician and Superintendent, State Hospital for the Insane, 
Columbia, S. C. 


At the last meeting of this Association, a collaborated re- 
port* was presented upon the known and estimated statistics of 
pellagra in this country. At the request of your committee on 
program, I renew and amplify the topic to-day. Unfortunately, 
I must still speak from the asylum point of view, reliable statistics 
from the general population not yet being available from many 
States. 

I, PREVALENCE. 


In the previous paper, it was stated that 1000 cases of pellagra 
had been reported from thirteen States, more than half being in 
insane asylums and similar institutions. These cases were, for 
the most part, in the South Atlantic and Gulf States, and a con- 
servative estimate was given of the occurrence of 1500 cases in 
the Southern States in the three preceding years. When our 
manuscript went to press in the early fall, the number of States 
in which pellagra had been reported, had reached sixteen, two 
interesting foci of the disease having been discovered in Illinois 
in July and August at the Cook County and Bartonville hospitals, 
respectively. 

In December, 1909, records were at hand of the existence of 
pellagra in 26 States. A few cases of the disease had been diag- 
nosed or suspected in: Massachusetts, New York, New Jersey, 
Pennsylvania, Maryland, Oklahoma, Arkansas, Kentucky, Iowa, 
Kansas, California, Ohio, New Mexico and Colorado. Some of 
these were “ imported.” 

While in the following States, pellagra had been recognized as 
present in more formidable proportions among natives and resi- 
dents, more especially in insane asylums; Virginia, North Caro- 


*Read at the sixty-sixth annual meeting of the American Medico- 
Psychological Association, Washington, D. C., May 3-6, 1910. 
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line, South Carolina, Georgia, Florida, Alabama, Mississippi, 
Louisiana, Texas, Tennessee and Illinois. 

To these we may now add Vermont and Missouri. 

Since this paper was read single cases of pellagra have been 
reported from Rhode Island, West Virginia and the District of 
Columbia ; and record may be entered of the discovery of another 
interesting focus of the disease recently made at the Philadelphia 
Hospital for the Insane Blockley 


PELLAGRA IN THE UNITED STATES. 


States. Cases. 
3. Mew Jereey (imported) I 
500 
I 


This table indicates that pellagra exists, or is suspected, in 30 
States and the District of Columbia, and that the number of cases 
approximates 3000. Some of the figures are based upon actual 
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cases, and others upon general estimates. While some estimates 
seem large, nearly all are made by health officers, or physicians, 
who have had experience with both statistics and pellagra, so that 
upon the whole the sum total may, as was claimed for the esti- 
mates last year, be considered as conservative. That 5000 cases of 
pellagra have occurred in the United States in the last five years 
is probably true. 

NortH CaroLina.—“ There is satisfactory proof that at least 
one case of pellagra occurred in this State as far back as 1880. 
There are definite records of 200 cases in North Carolina. It is 
dificult to estimate how many cases occurred in the State as a 
whole. It is certain that only a small portion have been recog- 
nized. It is no unusual thing for us to find, in running down one 
case, four or five more very mild cases in the same house.” * 

ALABAMA (Dr. J. T. Searcy).—Pellagra statistics in asylums 
up to December, 1909. The Bryce Hospital since 1896: White 
men, 6; white women, 21; total, 27; deaths, 18. Mt. Vernon 
(colored) Hospital since 1896: Negro men, 66; negro women, 
144; total, 210; deaths, 121. Average number of white patients, 
1350. Average number of colored patients, 650. 

A press report based upon records of the Alabama State Board 
of Health states: “ Fifty-five persons (21 white, 34 negroes) 
died of pellagra from January 1, 1909, to October 1, 1909, and 
38 cases were still under observation.” 

SoutH CaroLtina.—“‘ The disease has been recognized in 
Charleston, since March, 1908, but it is a very general opinion 
among’ the local physicians there, that pellagra has existed in that 
city for 20 years or more under other diagnoses. Nineteen cases 
(white males 6, colored males 3, colored females 10) have been 
recognized. Ten have died. The death rate in insane cases was 
especially high.” * 

I will pass among you two maps: showing the local origin of 
137 cases of pellagra admitted to the South Carolina State Hos- 
pital from January 1, 1908, to November 1, 1909 (about 12 per 
cent of the total admissions). In the State Hospital last year 
out of 605 admissions, 92 or 15 per cent had pellagra on admission, 
and there were 68 deaths from the disease. The other map is 
based upon reports to the secretary of the State Board of Health 
from physicians upon pellagra throughout the State. 
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The most striking feature about these two maps is the greater 
prevalence of the disease, just as had been suspected, above the 
“ fall line,” or in the upper part of the State. 

Loutstana.—*“ The number of cases of pellagra in the State 
positively diagnosed is about 75, of which 85 per cent are in State 
institutions.” * 

VERMONT.—A press dispatch under date of April 17, 1910, re- 
ports what is said to be the first case of pellagra in Vermont, in 
a woman, at the Fanny Allen Hospital at Burlington. 

PENNSYLVANIA.—Passed Assistant Surgeon John D. Long, U. 
S. P. H., and M.-H. Service, tells me that about June 1, 1910, in 
consultation with the medical officers of the Philadelphia Hos- 
pital for the Insane (“ Blockley ”’), he saw in that institution nine 
cases of pellagra, and 16 suspects. 

RuHopE IsLanp.—A despatch dated July 12 announces the death 
at the State Alms House at Providence of the first case of pellagra 
in the State, a man 55 years old. 

Cusa.—* It has been taken for granted that pellagra does not 
exist in Cuba, but Dr. Manuel Bango says very rarely cases have 
been imported from the Asturias, and occasionally a tentative 
diagnosis has been made in natives or residents, usually alcoholists 
or sufferers with sprue.” * Such are some of the current reports 
about the prevalence of pellagra.’ They could easily be multiplied. 

The general attitude of the American medical mind towards 
the possible existence of pellagra in this country is well illustrated 
by the fact that one of our highest authorities on diagnosis a few 
years ago, while on a visit in South Carolina, after carefully study- 
ing a typical pellagrin, rendered the opinion to his equally puzzled 
fellow-consultant that it was a case of “ Glossitis.”” This incident 
may soothe our professional conscience somewhat, but it does not 
excuse us. I know that I should have made the diagnosis of 
pellagra in South Carolina nearly 19 years ago. If pellagra and 
beriberi have admittedly occurred in our asylums, sporadically or 
endemically, shall we not learn a lesson therefrom and hereafter 
be on the alert for other so-called tropical diseases? 

Neither the occasion nor space permit consideration of foreign 
statistics, however interesting and instructive they may be. But 
briefly, it may be noted that, according to the circular recently 
issued by the British Pellagra Investigation Committee: “ In cer- 
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tain countries within the Mediterranean regions, such as Spain, 
Italy and Roumania, pellagra is looked upon as a veritable 
calamity. For Italy, a yearly estimate of from 50,000 to 60,000 
standing cases is no exaggeration ; whilst Roumania, with a popu- 
lation Of 5,300,000 is estimated to have from 40,000 to 50,000 
cases.” When we recall that according to different authorities 
from 4 to 10 per cent of pellagrins become insane, we can under- 
stand the significance of these figures to alienists, as well as to 
sanitarians and publicists. 

The evidence is accumulating that pellagra has probably existed 
in this country since the “ big war,” at least Gray and Tyler went 
on record with reports of cases in 1864—and it is worth recalling 
that it was at a meeting of this Association in this city—and 
there is reason to believe that the disease was prevalent at the 
same time in the Andersonville, Ga., prison. Dr. Wm. J. W. 
Kerr, of Corsicana, Texas, an assistant surgeon of the prison, is 
my authority for the statement. A former assistant physician in 
the South Carolina Asylum, Dr. H. N. Sloan, says the disease was 
recognized and called pellagra there in the early 70’s but I have 
found no printed or written record of it. Dr. J. L. Thompson, 
for many years assistant physician, as well as old attendants in the 
same hospital, are now satisfied that they can trace the disease 
back to the early 80’s. As stated above, Charleston physicians 
now admit the occurrence of pellagra in their city 20 years or 
more ago. In addition to the early cases mentioned in the paper 
last year, I have learned from Dr. C. C. Bass, that Dr. Bemis, 
of New Orleans, left a written diagnosis of a case in the Charity 
Hospital in 1889. Dr. Isadore Dyer, of New Orleans, had a case 
diagnosed as pellagra, and referred to him for treatment by an 
Alabama physician six months before Dr. G. H. Searcy observed 
the disease. So we may conclude that isolated cases of pellagra, 
natives and imported, have probably occurred in general practice 
and especially in asylums and hospitals for the last half century, 
although the diagnosis may not always have been correctly made. 
But after granting the occurrence of sporadic cases for a long 
time, we must admit that we are now passing through what seems 
to be a serious epidemic of pellagra. 

A phase of the psychology of the problem has been the failure 
of the profession to recognize pellagra, if it has heretofore been 
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prevalent in anything like its present proportions. The explana- 
tion of, or the responsibility for this oversight, rests largely with 
the authors of English and American text-books of both general 
practice and insanity, who have told us, if they told us anything 
at. all about it, that pellagra was an Italian disease that did not 
occur in our country.’ But in 1882 Van Harlingen" announced 
that the disease was likely to occur in the United States at any 
time. 

It is my impression that the discovery of the existence of 
pellagra in their institutions is not welcomed by some asylum 
officers. Recently while visiting such a hospital in which the dis- 
ease had not yet been recognized, I saw and called attention to an 
unmistakable case, but I was not invited to extend my observa- 
tions. 

So careful an authority as Surgeon Rupert Blue, of the U. S. 
P. H. and M.-H. Service, states that he is “of the opinion that 
pellagra can be found to-day in nearly all of the insane asylums 
and almshouses of this country.” * 

This statement is probably too sweeping, but it serves to’ indi- 
cate how important it is that accurate statistics should be secured 
at an early date. 

Less than two and one-half years ago, pellagra was but a 
shadow of a name to most of us. The increasing number of States 
reporting the disease, and the figures quoted above, indicate, to 
some extent, how common in some communities as well as how 
widely disseminated the disease is, and probably has been for some 
years in the United States. By asylum officers—shall I say in the 
South only?—pellagra is now becoming recognized as of great 
importance as a cause of insanity. 

It is to emphasize the above facts that I have, after hesitation, 
undertaken, on rather short notice, again to present the topic of 
pellagra before you. 


II. PsycHowocy. 


Recognizing our inexperience in dealing with many phases of 
the pellagra problem, we must admit for sometime to come our 


dependence upon European writers for authoritative descriptions - 


of the mysterious malady. Hence I shall, for the second section 
of this paper, confine myself almost entirely, to reviewing and 
quoting from several articles and monographs upon the mental 
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symptoms of the disease, that have been written by Italian, Ger- 
man. French and English observers. 

In the admirable description, given by Copland,” of pellagra it 
js stated that “The nervous system presents remarkable dis- 
turbance, and the manifestations of the mind are more or less dis- 
ordered. The pellagrosi complain of a sense of heat in the head 
and spinal cord ; of tingling and darting pains in the course of the 
nervous system, of heat in the limbs, palms of the hands, and par- 
ticularly in the soles of the feet; of great weakness of the limbs, 
with trembling when attempting to stand ; and sometimes of con- 
tractions of the lower limbs. Their looks become somber and 
melancholy. Ennui, depression of spirits, and mental imbecility, 
increase with the progress of the malady. Dr. Holland states that 
pellagrosi afford a melancholy spectacle of physical and moral 
suffering at this period. They seem under the influence of an 
invincible despondency, they seek to be alone, scarcely answering 
questions put to them; and often shed tears without obvious cause. 
Their faculties and senses are impaired and the disease when it 
does not carry them off from exhaustion of the vital powers, gen- 
erally leaves them insensible idiots, or produces attacks of mania, 
soon passing into utter imbecility or idiocy.” 

Hack Tuke studied pellagra in Italian asylums in 1865. He 
says: “ The patients were in an advanced stage of the disease, 
and were all more or less emaciated, sallow, anemic, and pre- 
senting a miserable dry, wrinkled skin. They were obtuse and 
inert, their mental state being that of dementia, quiet, chronic 
mania; or, in some instances, chronic melancholia. None of them 
were in an acute maniacal condition.” 

The views of Salerio,” director of the asylum of San Servolo, 
Venice, upon the mental condition of his patients, may thus be 
summarized: They are generally frightened ; think they are per- 
secuted, or possessed with the devil, suspicious, refuse food and 
medicine, and have exalted religious notions. Suicidal tendencies 
may be present. Homesickness is common and severe. Finally, 
they are liable to lapse into dementia, paralysis, or tubercular 
diseases. 

Bucknill and Tuke” quote also from an early work of Lom- 
broso, who thought that one characteristic of pellagrins, sane or 
insane, was a greater moral impressionability. A slight insult, 
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the threatening of some trivial danger completely carries them 
away. If pellagrous insanity assumes a type, it approaches rather 
that of chronic mania and dementia than that of monomania. A 
real or apparent stupidity, an obstinate mutism, is tolerably com- 
mon, which Lombroso, ingeniously terms “ psychical catalepsy.” 
But, as a rule, their insanity is of a misty, ill-defined, contra- 
dictory character, like that produced by old age, or by anemia, 
and differing in this point from general paralysis. 

Morselli” gives four forms of pellagrous insanity, viz., supra- 
acute pellagra (typhoid pellagra), pellagrous melancholia, pel- 
lagrous dementia, and pellagrous pseudo-general paralysis. 

Babes and Sion™ say in part: “ Usually after several years 
of somatic pellagra, psychical symptoms come into prominence. 
At first the patients experience mental weakness. The peculiar 
pellagrous lunacy is preceeded by spasmodic, then tonic cramps 
and general bodily weakness and advances to a true pellagrous 
paralysis. The cramps of feet, hands and calf muscles are some- 
times so violent that they may result in epilepsy, contractions and 
swooning. So-called pellagrous epilepsy occurs as the result of 
spinal pain, the patient being drawn backwards. An important 
condition called pellagrous tetanus has been described by Strambio, 
opisthotonous being a common characteristic symptom. Some- 
times the patients are drawn forward and fall to the ground. 
Choreiform movements, especially of the head, are observed, gen- 
erally from the incipiency of the disease, depression and weakness 
of the memory are noted. Roussel asserts that in this stage deliria 
do not appear, but that they come on in the spring of the second 
or third year. The sadness may advance to mutism and refusal of 
food, these conditions often being interrupted by lachrymose, or 
maniacal or suicidal episodes. An acute attack leaves the patient 
exhausted, depressed and hypochondriacal. Such attacks recur 
annually at about the same time, the intellect weakens, and grad- 
ually dementia develops. 

“ Pellagrous melancholia shows various stages: at first, there 
are psychic impediments followed by apathy or stupor. Delusions 
of sin, of persecution, etc., appear. Mania is rare, but catalepsy 
sometimes occurs. 

“When paralysis supervenes, euphoria appears, presenting a 
disease-complex like general paralysis, but even in advanced stages 
of the diseases remissions may occur.” 
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G. Antonini” writes: “ Already in the first stages of pellagra 
there appears a decided modification in the mental faculties ; there 
isa great impressionability, a greater psychical excitability, a slight 
disappointment depresses greatly the tone of feelings, or produces 
excessive reactions (from the want of initial inhibitory powers). 
In the progress of the disease, we can have true amentia,* states 
of mental confusion, common to all psychoses arising from ex- 
haustion. This state can show suddenly an aggravation of symp- 
toms and lead to death with a syndrome of acute delirium (typhoid 
pellagra) and yet it can also present in certain cases a true progres- 
sive paralysis of pellagra. 

“ But a frequent symptom is the obstinate refusal to take food, 
such as aggravates painfully the already sad picture of the pel- 
lagrin.” 

Griesinger notes “ that pellagrous insanity, according to Clerici 
(1855) consists chiefly in a vague, incoherent delirium, accom- 
panied by stupor, loss of memory, and by loquacity without 
special disorder of intelligence, or violent excitement; the mel- 
ancholic state, which predominates for a long time, always passes 
gradually into a state of torpor of all the mental powers, with 
muscular weakness, which greatly resembles general paralysis. 

Mongeri ” concluded that the pellagrous psychoses begin, ordi- 
narily, with a period of mental depression accompanied by hypo- 
chondriac ideas. Following great mental prostration, the ideas 
become confused. Later melancholia appears accompanied by 
hallucinations of hearing, with illusions of general sensibility. Fol- 
lowing this condition are delusions of persecution with a tendency 
to drowning (the hydromania of Strambio). Again developing 
persecutory paranoia, pellagrins commit crimes of every sort 
(homicide, infanticide, incendiarism, etc.). Dementia is the com- 
mon termination. 

We will next quote from Bianchi,” one of the leading modern 
Italian writers on mental diseases. 

“The nervous phenomena dominate the scene in pellagra. We 
may classify the different varieties in two groups: The chronic 
and the acute. The first is characterized by general depression, 
melancholia, confusion, slow dementia, paresthesias and ataxic 
gait. Contractures and subsulti are absent, although in most in- 


*By amentia Continental writers mean acute confusional insanity. 
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stances, the reflexes are exaggerated. In the acute form, we have 
elevation of temperature 39 degrees to 41 degrees C.; intense 
neuromuscular excitement, subsulti, contractures, muscular 
rigidity, exaggerated reflexes and confusion with phases of exalta- 
tion. There are numerous intermediate forms in which we ob- 
serve a great variety of psychical phenomena, and also alternation 
of excitement and depression. Phases of remission and of appar- 
ent recovery are observed, especially at certain seasons.” 

Régis * announces, that, “It is recognized that the most com- 
mon form of psychosis in pellagra is mental confusion with mel- 
ancholy, or dreamy delirium. This occurs more or less marked in 
most of the cases. It is manifested by an inertia, a passivity, an 
indifference, a considerable torpor; by insomnia, hallucinations 
often terrifying, both of sight and hearing; by delirious concep- 
tions, with fixed ideas of hopelessness, of damnation, of fear, 
anxiety, persecution, poisoning, of possession of devils and 
witches, of refusal of food, and so marked a tendency to suicide, 
and to suicide by drowning that Strombio gave it the name hydro- 
mania. This melancholy depression, which can reach, in certain 
cases, even to stupor, is always based upon a foundation of obtu- 
sion, of intellectual hebetude, and of considerable general debility, 
which becomes permanent and terminates by degrees in dementia, 
in proportion as the pellagrous cachexia makes new progress. It 
is accompanied sometimes by a polyneuritis. The mental con- 
fusion of pellagrins can, in place of changing directly into de- 
mentia, turn to a chronic mental confusion. 

“One may also observe in pellagra, as in every chronic grave 
intoxication, a morbid state resembling general paralysis (pel- 
lagrous pseudo-general paralysis). This occurs especially in the 
cases where instead of habitual melancholy ideas, the patients 
present ideas of satisfaction and of wealth.” 

Procopiu ” discusses the subject at length, saying in part: “ We 
have seen that the character and intelligence of pellagrins change. 
They become sad, apathetic, silent; in the more advanced stage 
they are melancholy, and fall sometimes into an absolute mutism, 
or respond with difficulty, and have the air of not understanding 
what is said to them. 

“Sometimes this melancholy is accompanied with stupor, and 
leads the poor pellagrins into dementia. 


191 
bre 
sud 
str 
sy 
lat 
ev 
fo 
at 
de 
cc 
al 

V 

¥ 


1911 | J. W. BABCOCK 527 


“Tt is not rare in this condition, that an attack of acute mania 
breaks out. At another time, the attack of mania breaks forth 
suddenly without apparent cause, or under the influence of a sun- 
stroke, a quarrel, a disappointmicut, etc. 

“ Sometimes, it is in the spring that the excitement, as the other 
symptoms of pellagra, makes its appearance, but generally it is 
later than the others, and bursts forth at the end of the season, or 
even during the summer. 

“Pellagrous insanity has been divided into acute and chronic 
forms. 

“The acute form is more frequent when the pellagra is associ- 
ated with alcoholism, then this form presents the characters of 
delirium tremens. The acute form often manifests itself in the 
course of the chronic form, but it can also begin in the state of 
apparent health. 

“The acute insanity in particular which bursts out suddenly 
while the patient is in a state of mental health, is easy enough to 
cure. But when the disease is advanced, and the lesions of the 
nerve centers are profound, cure is difficult, sometimes impossible, 
especially in the case of dementia. When even a sensible amel- 
joration is obtained, the intellectual condition of the patients re- 
mains always in a marked degree of inferiority.” 

From the more recent treatise of Tanzi” we learn that “ Pel- 
lagra is almost always accompanied by psychical disturbances, 
which often have the character of true mental diseases. 

“A pellagrous melancholia and a pellagrous mania have been 
described. The characteristic psychosis of pellagra is, however, 
amentia, which manifests itself acutely in loss af sense of place, 
loss of memory, confusion, hallucinations, and paresthesias, from 
which there arise morbid impulses and delusions. Pellagrous 
amentia, often assumes a depressive form, which simulates melan- 
cholia, and in some cases either from time to time, or throughout 
the whole course of the psychosis, it is accompanied by exaltation, 
which gives it some resemblance to mania. 
| “The first attack of amentia occurs after pellagra has existed 
for some years, and has already given rise to erythema, and diar- 
rhea, and has remitted from time to time. In other words, the 
pellagrous lunatic is, as a rule, a chronic sufferer from pellagra. 
But whilst the pellagra, although chronic, continues to run an 
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intermittent course, the mental disturbances associated with it have 
the characteristics of an acute insanity, which corresponds exactly 
to amentia, 7. e., to the most typical of the acute insanities, both 
as regards the symptoms and course. 

“The insanity of pellagra is thus something different from 
common melancholia, or from ordinary mania. It is also some- 
thing more than simple amentia. We may regard it as the com- 
bination of two distinct clinical pictures ; namely, that of amentia 
in the first attacks, and that of dementia in the later and progres- 
sive phase, marked by chronic and incurable cachexia. It is an 
intermittent and progressive amentia, which, if not cured or if not 
early fatal, terminates in dementia.” 

What is the relationship of pellagra to progressive paralysis? 
Baillarger asserts that pellagra may be followed not only by mania 
and melancholia, but also by progressive paralysis. Verga opposes 
the last opinion, while Régis and Piannetta affirm it (Gregor). 

Gregor” in 1907, recognizing that exhaustive clinical observa- 
tions on the so-called mental disturbance of pellagra were want- 
ing, made careful analyses of the psychic condition observed in 
72 cases, who had been admitted to the Bukowina State Asylum 
from March, 1904, to September, 1905. In 1902, he says, Finzi 
published his “ Psicosi Pellagrose,” coming to the conclusion that 
this mental disturbance is essentially an insanity, and that the psy- 
chosis of pellagra is amentia. This view, which agrees with that 
of Tanzi was combated by Vedrani, who maintains that the psy- 
chosis of pellagra takes usually its course without serious dis- 
turbances of orientation and reason. On the other hand, War- 
nock* claims that symptoms of melancholia are the usual 
accompaniments of the mental disturbances in pellagra, and thus 
approaches the views of the older writers, who assumed especially 
close relations between pellagra and melancholia. Thus Aubert 
tried to prove in 1858 that an attack of pellagra might convert an 
heterogenous disease into melancholia. This view was vigorously 
maintained by Aubert against Baillarger and others, who held that 
the psychoses of pellagra are polymorphic, including meningitis, 
mania, melancholia, etc., and even general paralysis. This view 
is still maintained notably, by Zletarovic, who has observed the 
development on the basis of nutritive disturbances caused by 
pellagra of melancholia and mental weakness to complete stupor 
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and dementia, but he never observed mania. Even Lombroso and 
Tuczek, says Gregor, give only pictures of psychical conditions. 
Gregor also considers the studies of pellagrous insanity by Finzi 
and Vedrani as inadequate. But granting the absence of a char- 
acteristic symptom-complex, he says that we must still search for 
characteristic peculiarities, since psychoses, which are in them- 
selves not specific, may assume certain symptoms, which are to be 
considered with regard to their etiology. 

Gregor also included in his study whether the relationship be- 
tween pellagra and the psychoses was accidental or casual. It will 
thus appear that he attempts to reach a much broader and deeper 
conception of the neuroses and psychoses of pellagra. He divided 
his 72 cases into seven groups: (1) Neurasthenia, (2) acute 
stuporous dementia, (3) amentia (acute confusional insanity), (4) 
delirium acutum, (5) katatonia, (6) anxiety psychosis, and (7) 
manic-depressive insanity.* 

Gregor analyses most of his cases at length, finally summariz- 
ing the symptoms he had observed. 


I. NEURASTHENIA (SEVEN CASES). 


The symptoms of Gregor’s first group in their details are not 
specific of pellagra, but offer in their totality a characteristic dis- 
ease picture. 

The symptoms are subjective and include headache, pain in the 
gastric region, vertigo, paresthesias, lassitude, depression, a sense 
of unrest and anxiety, which may be raised to a phobia, as well 
as ill-defined apprehensions. There is also a sense of bodily and 
mental incapacity, and of illness. Their conduct is normal, and 
the intellect may be unimpaired, but they are incapable of mental 
and physical exertion. The process of association is distinctly 


*In Stoddart’s recent work (24), these varieties of exhaustion psychoses 
are recognized : 

1. The depressive form. (Associated with motor restlessness). 

2. The excited form. (Exaltation: always with motor excitement). 

3. The stuporose form. (The patients are quiet and rigid, the rigidity 
affecting the trunk and limbs, and they have terrifying hallucinations, and 
consequently are in a state of extreme depression). 

4. A form of “collapse delirium” as recognized by Kraepelin. 

5. The katatonic form of dementia przcox. 

6. There is also an intermittent form of psychosis tending to dementia. 
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disturbed, the simplest question often being answered only after 
prolonged hesitation. With depression of spirits, hypochondriacal 
notions may develop irom a consciousness of being pellagrous, or 
from experience in former illnesses. In some cases there is a 
slight motor unrest, and a desire to move about, but as a rule 
patients of this group labor under motor impediment, and sink 
finally into a condition of apathy and resigned inactivity. Gregor 
admits that these symptoms are not specific of pellagra. But he 
suggests that, if these symptoms have lasted for several years, the 
suspicion of pellagra as a causative factor, should be aroused in 
the physician’s mind, even without the presence of the somatic 
stigmata of the disease. He also observes that the first attack of 
pellagra is more likely to be accompanied by neurasthenia and 
that this condition commonly precedes the development of the 
other pellagrous psychoses. 


II. Acute (Stuporous) DEMENTIA (TEN CaAsEs). 


The milder cases of this group differ from the preceding group 
only in degree. The symptoms merely suggested in the former 
group exist here in full force. The cases of this group are char- 
acterized by a distinctly marked stupor, tending to remissions, by 
deep mental depression, a vivid sense of insufficiency and peculiar 
subjective troubles. The dependence upon pellagra intoxication 
can be established by the close connection of the psychic disease- 
picture with the somatic symptoms of pellagra. The mental symp- 
toms improve with the bodily. The external appearances, the de- 
pressed mental condition, the tendency to suicide, etc., explain the 
fact that such cases are frequently considered melancholia. Finzi 
contradicts this view, and places these cases under amentia. Some 
of Tanzi’s and Vedrani’s cases also come under this group. 

The patients give the impression of being sick, as they lie still 
and apathetic in bed for weeks, and answer repeated questions 
only after a painful effort, or not at all. Requests of the simplest 
nature are carried out only with hesitation and effort, and often 
the action once begun is interrupted in its first phase, or the re- 
quest is forgotten. Mostly we are assured that the patients are 
well oriented, and often we see after the hesitation ceases, that the 
psychic activity is revived for a short time, but sometimes in the 
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height of the disease orientation may also be disturbed. [Illusions 
appear, the patients show a sense of insufficiency, and sometimes 
also a hypochondriacal sense of sickness, and a consciousness of 
their psychic impediments. 

In many cases in which the stupor developed gradually a dis- 
turbance of psycho-motor activity was observed without vivid 
mental disturbances. On the other hand, some cases, recognizing 
their incapacity for practical life, voluntarily committed themselves 
to the asylum. Most cases showed a gradual development of an 
affectless stupor, with a final return to their former mental con- 
dition. Rarely psychic impediments develop in a relatively short 
time. The sense of insufficiency may assume a distinctly melan- 
choly coloring, with suicidal tendencies. Again severe cases may 
assume temporarily katatonic symptoms of posture and motion 
stereotypies. 

With this group, memory disturbances were especially well 
marked, as Tanzi has emphasized, but weakness of memory is not 
a characteristic of acute pellagrous dementia. Upon convalescence 
memory returns easily, so that the apparent memory disturbance is 
due rather to the general difficulty of performing psychical proc- 
esses than a weakness. 

With the relief of the somatic symptoms of acute pellagra, the 
mental symptoms also improve. Besides, the connection between 
pellagra and nervous disturbances is evident, and different mental 
symptoms may complicate the picture. It would appear that mel- 
ancholia is the typical mental disturbance of pellagra. Tanzi be- 
lieves that we should call such cases amentia, and consider them 
slight forms of this psychosis. It is in this group that Tanzi would 
place the typical cases of pellagrous insanity. Stupor seems to 
promise a long duration, and an unfavorable prognosis. Favor- 
able cases lasted from one to six months. 


III. AMENTIA (AcUTE CoNFUSIONAL INSANITY) (THIRTY-Two 
CASES). 

These cases were long continued with a tendency to remissions 
and intermissions. After a prolonged period, which shows 
essentially the symptoms of the first group, appear usually terrify- 
ing hallucinations, accompanied by violent motor excitement. The 
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delirium was frequently followed by stupor, or existing stupor 
was interrupted by delirium. The patients see the house or village 
burning, enemies coming, wild animals attacking them, the devil 
appears, or machines cut off their heads. More rarely, they have 
quiet dreamy states, the heavens open and the Lord appears, 
bishops, priests, figures, etc., pass by. In imagination they return 
to the scenes of their daily life. Again, they run away to escape 
the flames, or to defend themselves against persecution. Here we 
have phenomena of motion in connection with hallucinations. If 
secluded, they move about, are noisy and knock upon the door. 
The duration of this excitement varies from a few hours to several 
days. Theses episodes are followed more or less by long intervals 
in which the patients are quiet in mind and body. They may be 
stuporous, but usually show only slight disturbance of orientation. 
Later they pass into a delirium like that of meningitis or typhoid. 
If diarrhea be present, the complex of typhoid pellagra is recog- 
nized. This may develop in a chronic case, or be an acute process. 
While in rare cases the bodily and mental symptoms may improve, 
death usually follows this typhoid condition. Hallucinosis seems 
to offer for the first attack a decidedly favorable prognosis. 

Dementia does not always ensue upon a severe initial attack, 
but develops in chronic cases of either bodily or psychic pellagra. 
The development of katatonic symptoms, which may appear espe- 
cially in youthful cases, renders the diagnosis difficult. 


IV. Acute Detir1um (Two Casgs). 


The cases of this group are distinguished from those of the third 
group by the intensity of the disease symptoms, hallucinations, 
motor excitation, and shorter courses ending in death. For this 
reason, the conception as acute delirium seems justified. 

The symptoms of this condition may occur without the bodily 
sings of pellagra. But they usually occur synchronously. Ab- 
sence of a rise of temperature has been noted by both Italian and 
German observers. 

Groups II, III and IV show a great similarity with the mental 
symptoms of acute infectious diseases. They might, therefore, 
be classified under the infective exhaustive psychoses. 
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V. Katatonia (TEN CASES). 


The katatonic condition occurs with acute somatic pellagra. 
Here, considering the concurrence of acute somatic and psychic 
pellagra, we must assume a pellagrous intoxication as to the causa- 
tive factors, as in pellagrous neurasthenia. Many patients show 
consciousness of their disease. Hallucinations may precede this 
condition. Excitement, stereotypy, wild jactitation and verbigera- 
tion are common. The katatonic cases pass rapidly into dementia. 

Of the cases of the fifth group, the majority belong to the kata- 
tonia subdivision from the symptoms, course and termination. In 
three cases (females), excitation occurred, ending with stereotypy, 
jactitation and verbigeration. The patients did not show marked 
affects. In one case, hallucinations preceded the condition. In 
all three cases, the transition into dementia was rapid, in which 
posture and motion stereotypies, impulsive actions and talkative- 
ness were observed. In one case, these symptoms were followed 
by a permanent negative phase. In another case, besides many 
posture and motion stereotypies, and interchange of negativism 
and flexibilitas cerea was observed. In one case, the katatonic 
symptoms were marked from the beginning. A male case, showed 
on admission to the hospital, katatonic excitation, and after a few 
days a remission followed by another katatonic phase. 

Six of these cases ended in dementia more or less rapidly, al- 
though remissions may occur. 


VI. Anxiety PsycHosEes (THREE CaSE:). 


The violent, fluctuating anxiety affect, the motor unrest, the 
anxiety ideas, and the “ phonemes ” completing them, determined 
from the first the diagnosis of an anxiety psychosis. It is true, 
this disease picture is complicated by extraneous features. The 
patients show a marked sense of insufficiency, appear slightly 
stuporous in the intervals between attacks and resemble cases of 
groups II and III. Later after the anxiety attacks have dis- 
appeared, the mental weakness increases, the second phase gradu- 
ally lessens as it does in patients of the group mentioned. In the 
second case, the psycho-motor weakness changed by turns with 
violent anxiety affects and vivid motor unrest. Temporary ideas 
of persecution, and of sin, and later of stupor were also observed. 
The third case was typical depressive melancholia. 
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VII. Manic-DepressivE INsANity (Two CasEs). 
Of the two cases, one showed the condition of mania arising 
from subjective pellagra troubles. In the other, mania was fol- 
lowed by a distinct stupor. 


SPINAL DISTURBANCES. 


Gregor verifies Tonnini’s observations upon the spinal symptoms 
of pellagrins. These are: Increase of the tendon reflexes, in- 
crease of mechanical muscular excitement, tremor of the fingers, 
rigidities and spasms of the leg muscles, spastic gait, diminution 
of the tactile, thermal, farado-cutaneous sensibility ; paresthesias, 
ataxia of lower limbs and in rare cases, of the upper extremities; 
and Romberg’s symptom. Also muscular spasms; tonic spasms 
being present in patients in the terminal stage of pellagra, but 
clonic spasms are also observed, and these without the symptoms 
of typhoid pellagra. Paresis of the lower facial nerve was also 
noted. 


DEMENTIA. 

The dementia following pellagra shows different forms. One 
form develops an almost complete disappearance of mental ac- 
tivity, which justifies the names “ paralytic.’”’ But a milder degree 
of dementia characterizes the larger number of cases. They are 
oriented, usually well-behaved, but dull and showed a lack of self- 
restraint, with a tendency to break out into violent passion and 
impulsive actions. 

A simultaneously existing alcoholism has a modifying influence 
upon the disease picture. Furthermore, in many individuals, the 
pellagrous mental disturbance does not appear until old age, and 
it brings about a precocious senile dementia. 

There is a distinct pellagrous dementia, like paresis, marked 
with somatic changes. An affirmative answer is given to the 
question : Are there disease pictures of dementia, whose anatomical 
basis is an injury to the brain by the toxines of pellagra? 


TERMINATION. 


Of 42 non-fatal cases, 21 were first attacks. Of these 17 re- 
covered and four became demented. The others (21) had already 
passed through former psychoses. Of these seven were cured and 
14 became demented. These figures prove how unfavorable for 
complete cure the pellagrous psychoses are. 
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Of the 72 cases, Gregor classified under the amentia group 32, 
the dementia and katatonia 10 each; neurasthenia 7, anxiety psy- 
chosis 3, manic-depressive and acute delirium 2 each. The other 
cases making up the total were excluded for alcoholism, etc. 
These figures show that not a sufficient number has been studied 
for final conclusions. The further studies and reports promised 
by Gregor will be awaited with interest. 


GrREGOR’s GENERAL SUMMARY. 


In pellagra there occur mental disturbances, which belong to 
different forms of psychoses. The first three groups must be con- 
sidered as pellagrous from their development, symptomatology 
and course, being caused by the pellagrous intoxication of the 
central nervous system. The assumption of a pellagrous dementia 
is justified ; it can be delimited in the terminal stage from dementia 
paralytica, which is alone to be considered differentially. Weak- 
ness of memory is not a characteristic sign of pellagra, its appar- 
ent presence being really a sign of psychic impediments. The 
many-sidedness of the condition picture explains the view that all 
forms of mental disturbances may occur in pellagra. Pellagra 
does not cause true melancholia, and depression in pellagra is not 
dependent upon exhaustion, since it occurs also in well-nourished 
cases, and in favorable conditions of life. The contradiction be- 
tween the views of Finzi and Vedrani is explained by the fact that 
both had not the same picture before them. Further, hallucina- 
tions and disturbances of orientation occur episodically in pella- 
grous psychoses. Among the spinal symptoms, the marked 
diminution of farado-cutaneous sensibility and the occurrence of 
clonic muscular spasms in the so-called second stage deserve 
special mention. 

As will be seen, Gregor’s classification also is not above criti- 
cism; katatonic conditions are observed in his dementia and 
amentia groups, and his acute delirium differs only in degree from 
some of the same cases. Paranoiac symptoms appear in the 
patients of several groups, and stupor with his anxiety cases. A 
neurasthenic condition preceded all other psychoses, but his 
paralytic cases equally deserve separate grouping. He admits 
typhoid pellagra without temperature, and pellagrous neurasthenia 
without somatic stigmata, while renouncing pellagra sine pellagra. 
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The only careful consideration of this broad subject that has 
come to my knowledge by an American physician, is that by J. W. 
Mobley* of the Georgia State Sanitarium. He says his cases 
fall principally under the intoxication, or infective-exhaustive 
group, and he has subdivided them under four headings: 

Ist. Acute intoxication psychosis, with psycho-motor suspen- 
sion. 

2d. Infective-exhaustive psychosis, with psycho-motor retarda- 
tion or excitation. 

3d. Symptomatic melancholia, with psycho-motor retardation. 

4th. Manic-depressive, with psycho-motor retardation or exci- 
tation. 

Bassoe of the Illinois Pellagra Commission, according to Hyde, 
after careful neurological examination of 19 cases divided them 
into three groups: those with probable degeneration of the pyra- 
midal tracts; those with degeneration of the posterior columns, 
and those with combined degenerations. These clinical results are 
largely confirmed by the pathological findings (Bowen and 
Towle).” 

The question now arises: Under what group shall pellagrous 
insanity be classified ? 

Bucknill and Tuke™” classify it with alcohol under toxic insanity. 
Régis * places the pellagra psychosis with the psychopathies of 
exointoxications; Mongeri” under the infective psychoses, be 
tween the post-influenzal and Korsakoff’s disease. 

Bianchi” classifies pellagrous insanity under the toxic psy- 
choses, with alcoholic, morphine and cocaine conditions, and sepa- 
rately from the infective group. 

Tanzi™ considers it a toxic insanity. 


CONCLUSION. 


It is now established that pellagra in the United States extends 
from the Atlantic to the Pacific, and from the Great Lakes to the 
Gulf of Mexico. The disease, therefore, is no longer merely of 
academic interest to the American physician, be he alienist, or 
neurologist, dermatologist or general practitioner. 

It is probable that pellagra has occurred sporadically in this 
country for 40 to 50 years, but it is certain that for the last three 
or four years it has appeared in epidemic form. 
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Numerically, its prevalence cannot be accurately or even ap- 
proximately stated, but its wide geographical distribution empha- 
sizes the need of vigorous, intelligent investigation into its causa- 
tion, prevention and treatment on the part not only of medical 
profession, but also by both State and Federal governments. 

The association of pellagra with nervous and mental symptoms 
is common. This relationship is that of direct cause and effect, 
and is not an accident or coincidence. 

Cases of pellagrous insanity have usually suffered from pellagra 
with neurasthenic symptoms for sometimes before the develop- 
ment of mental symptoms. The psychoses are, therefore, as a rule 
the result of a chronic intoxication. At least this is the conclusion 
in Europe; whether it always holds good in this country is 
doubtful. 

Some cases of pellagrous insanity appear to belong to the in- 
fective-exhaustive type of mental diseases, and others rather to 
the toxic group. In view of the fact that these two groups have 
been embraced under the comprehensive term of confusional in- 
sanity, many cases of the pellagrous psychoses may better be in- 
cluded under the general heading of confusional insanity.* 

It seems to be admitted that the mental condition of pellagrins 
undergoes an early modification. This early mental state may be 
ill-defined or show itself by a greater moral impressionability, or 
greater psychical excitability, or it may be described under the 
general term of neurasthenia. Later inertia appears, the patients 
are apathetic, and show psycho-motor impediments. There is said 
to be intellectual hebetude, stupor or even mutism. Lombroso’s 
“psychical catalepsy”” may appear. If they are not silent, pel- 
lagrins respond with difficulty, or have the air of not understand- 
ing what is said to them. Insomnia is almost universal, and de- 
pression (psychic pain), is characteristic. Stupor often ensues, 
and confusion, the type of exhaustion and intoxication psychoses, 


*It may be well to place here a summary of Kirby’s views of the 
symptoms of confusional insanity (32): “A relatively short course, some 
delirium or very marked confusion, hallucinations, unsystemized delusions 
and later stupor and mental enfeeblement. Delirium varies according to 
the character of the individual and therefore may be absent or very severe 
and fatal. Hallucinations, delusions and disorders of memory and orienta- 
tion vary in individuals and groups.” 
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dominates the scene. The patients appear frightened, become 
suspicious, have ideas of demoniacal possession, refuse food and 
medicine, are subject to hallucinations, illusions and delusion, are 
suicidal (hydromania) and have other criminal tendencies. Epi- 
sodic disorders of memory and orientation are observed. 

The effort is sometimes made to classify the mental condition of 
pellagrins as acute and chronic. In the acute form, the commoner 
symptoms are: Temp. 39°-41° C. Neuro-muscular excitement, 
subsulti, contractions, muscular rigidity, exaggerated reflexes, 
confusion with phases of exaltation, and marked insomnia. 

This condition is said to be more common with alcoholism but 
may occur at any stage of the disease. 

Chronic. Depression, confusion, paresthesis, hallucinations and 
illusions, memory disturbances, insomnia, exaggerated reflexes, 
ataxia and terminal dementia. 

Intermediate forms occur, being marked by alternations of de- 
pression and exaltation with remissions and apparent recovery. 
Excitement may break forth without cause, especially in the spring 
and summer. 

Polyneuritis is sometimes observed. 

For the chronic form, dementia is the common termination, but 
it may be complicated by paralysis or tuberculosis. 

In the first attacks the pellagrous psychosis is an amentia (con- 
fusional insanity). In the later and progressive phase, marked by 
chronic and incurable cachexia, it is a dementia. It is an inter- 
mittent and progressive amentia, which, if not cured, or if not 
early fatal, terminates in dementia (Tanzi). Or it may end in 
chronic mental confusion or in pellagrous pseudo-general paralysis 
(Régis). 

Depression and confusion are the more common mental symp- 
toms associated with pellagra, but periods of exaltation (excite- 
ment) also occur. 

Exaltation and delirium seem to occur in pellagra in at least 
three forms. First. As temporary episodes of excitement lasting 
for a few hours or a few days. Second. As an acute collapse 
delirium, usually fatal in from one to two weeks. This may 
occur so early in the disease as to constitute an initial delirium. 
Though rare in Italy this form is far from uncommon in the 
United States and it constitutes many of the cases of so-called acute 
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pellagra now frequently reported in this country. Third. Another 
form of delirium is that which develops in the terminal or cachetic 
stage of chronic pellagra: this is the typhoid pellagra (pellagra 
typhosus) of which much has been written and which is compara- 
tively rare both in Italy and the United States. It is this terminal 
condition of long standing pellagra, which Lombroso calls typhoid 
pellagra, but other authors, as Morselli, confuse the acute collapse 
delirium of pellagra (“‘ supra-acute pellagra ”’) with it.* 

Strictly there is no mental symptom-complex characteristic of 
pellagra, but pellagra may act as the exciting cause of several 
forms of nervous and mental states, varying from neurasthenia to 
polyneuritis and meningitis and from simple depression to paretic 
conditions, and dementia. 

Under the influence of the pellagrous intoxication, patients com- 
mit crimes—suicide (hydromania), homicide, infanticide, incen- 
diarism, etc. 

According to the degree or duration of the pellagrous intoxica- 
tion or possibly from idiosyncrasy, the patient is liable to develop 
the symptoms of acute collapse delirium at any time, and die in 
the attack, though recovery is possible. 

It is not unlikely that the mental symptoms of pellagra may 
differ by seasons or in different countries and in different parts 
of the same country, just as broadly speaking, do the physical 
signs and symptoms of the disease. 

After all may not Baillarger be right in questioning whether 
the pellagrous poison does not like alcohol, produce these various 
neuroses and psychoses according to the varying relation of differ- 
ent individuals? 

Finally in the language of Dr. Zeller, when we understand what 
pellagra is—“ root and all and all in all ”—shall we not better un- 
derstand what insanity is? 

[Grateful acknowledgment is made to officers of the U. S. P. 
H. and M.-H. Service and to assistants in the library of the Sur- 
geon-General’s Office, Army Medical Museum, Washington, D. 
C., for many courtesies and valuable aid in preparing this paper. ] 


*Procopiu asserts that Landouzy erred in seeing in this condition an 
acute pellagra, because this condition always manifests itself after a long 
period of chronicity. 
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THE GYNECOLOGICAL, OBSTETRICAL AND 
SURGICAL ASPECTS OF 
PELLAGRA. 


A PRELIMINARY STUDY.* 


By ELEANORA B. SAUNDERS, M.D., 
Assistant Physician, State Hospital for the Insane, Columbia, S. C. 


When we realize that the Italians have been studying pellagra 
for one hundred and seventy years, it seems impossible to advance 
any new theories or ideas about this disease. Still certain aspects 
of the problem have forced themselves upon my attention during 
the last two years so that I beg to ask your consideration of some 
gynecological, obstetrical and surgical phases of our newly recog- 
nized malady. I wish to report briefly a series of cases in some 
of which pellagra was not only not recognized, but did not mani- 
fest itself cutaneously till after surgical intervention; also others 
associated with menorrhagia and post partum hemorrhage and 
some cases developing pellagra after parturition. 

Sir Henry Holland writing upon “ The Pellagra in Lombardy ” 
in 1817 says: “In females, the menstruation is generally con- 
tinued without irregularity,” but such has not been the fact in our 
cases, as the majority suffer from amenorrhea or menorrhagia. 
The amenorrhea is probably due to the anemia secondary to the 
disease. In these cases normal menstruation does not return until 
either the patients are on the road to recovery or after they are 
fully restored. 

Patients suffering from menorrhagia are relieved of that con- 
dition by a recession of the pellagrous symptoms. In young girls 
and unmarried women, amenorrhea is the more common while 
menorrhagia and metrorrhagia are more often the rule in multi- 
parous women. The flow may occur at the regular periods, irreg- 
ularly or almost continuously, but amenorrhea is most frequent in 


* Read at the National Conference on Pellagra, Columbia, S. C., Nov. 3 
and 4, 1909. 
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our patients. Rather than recite a long and possibly wearisome 
list of histories, I have endeavored to summarize in the briefest 
abstracts the twenty-four cases that form the basis of my paper, 
and of these I shall read typical cases only. These observations 
are based upon the systematic study of white women. 


Case 1.—Girl, eighteen years old, typical syndrome of eruption, stomatitis, 
diarrhea, depression, and amenorrhea for months. Slow recovery. (Not an 
asylum case.) 

CAsE 2.—Single, twenty-six years of age, history of several annual attacks 
of pellagra, amenorrhea throughout every attack, very red tongue and mouth, 
great fear of water. Pellagrous dermatitis present. Later prolonged 
profuse menstruation. In this case the menstrual abnormalities were 
entirely due to pellagra. Recovered. (Private patient.) 


CasE 3.—Married, forty-two years of age, ten pregnancies. During the 
last pregnancy had eruption, fiery tongue, depression. After normal labor, 
as the doctor was leaving the house, the nurse exclaimed, “ The patient is 
flooding.” A very severe post partum hemorrhage followed with a resulting 
anemia of thirteen months’ duration. Recovered. (Private case.) 


CASE 4.—Twenty-six years of age, single. Became depressed, had eruption 
and menorrhagia which was relieved for a time by curettage. Finally 
menorrhagia developed with delirium, convulsions and death from typhoid 
pellagra. (Treated at home.) 


CAsE 5.—Twenty-four years of age, single, very nervous, “run down” 
and weak; suffered from menstrual disturbances, including marked metror- 
rhagia. Had uterine operation without benefit. Eruption developed later 
and was followed by marked depression, necessitating admission to State 
Hospital. On admission she had stomatitis, diarrhea and eruption. Im- 
proved mentally. Discharged. 


There is often a very annoying pruritus with or without vaginal 
discharge. These patients complain bitterly of the intolerable 
itching and burning, regardless of the degree of inflammation. 
The vulvar mucous membrane often shows the same “ stippled” 
appearance as the tongue. Small hemorrhages such as are ob- 
served under the epidermis of the palms and soles have been 
seen under the vaginal and vulvar mucous membrane and adjacent 
skin. 

All writers have emphasized as the most striking symptoms of 
pellagra the development of dermatitis on the exposed surfaces of 
the body and ascribed this erythema to the sun’s rays. This most 
obvious, but really least important symptom probably accounts for 
the fact that pellagra has been recognized in American dermatol- 
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ogies while omitted from other text-books. It is only recently 
that some attention has been given to the evolution of pellagrous 
inflammation upon portions of the body not subjected to the sun’s 
influence ; such as bony prominences and folds of the joints. Here 
the cause of the hard and rough skin has been assigned by some 
(Sandwith) to pressure. 

Description of these lesions upon unexposed surfaces are rare 
so that I take the liberty of quoting at length from a recent article 
by Nicolas and Jambon of Lyons, France. (Annales de Dermatol- 
ogie et de Syphylographie, 1908.) “ Pellagrous vulvitis has not 
been described up to the present by writers with the frequency it 
deserves. Brault of Algiers, however, has described it in several 
of his cases. When we ourselves saw it for the first time, we con- 
sidered it common intertrigo due to the lack of bathing. But 
the establishment of similar lesions in other cases and the reading 
of Brault’s observations, made us study this symptom with greater 
care. It manifested itself as an erythema, very acute, slightly 
painful, giving sensations of smarting, burning and occupying the 
whole vulvar region as well as the perineal, the anal fold and the 
internal surfaces of the thighs which are brought in contact by 
adduction. Upon the two surfaces of the labia majora, internal 
and external, are erythematous patches. These lesions are oozing 
and take on a pseudo-membranous appearance. The erythema 
lessens upon the labia minora and ceases completely at the vestib- 
ular vaginal commissure. The same condition exists at the anal 
commissure, the mucous membrane of which does not participate 
in the inflammation. The invaded regions are the site of an in- 
filtration sufficiently marked and then maceration of the epidermis 
rapidly develops. A fetid odor is given off. The prognosis of 
this erythema is essentially chronic like that of the whole malady. 
The lesions appear at about the same time as the skin and buccal 
manifestations. They do not exist without these manifestations, 
but they may be absent.” 

My own observations upon cases have led me to the following 
conclusions ; some of which verify those of Brault and of Nicolas 
and Jambon. From the vaginal mucous membrane there is a 
thick exudate identical in appearance with the viscid secretion 
so often seen in the mouths of pellagrins and frequently not only 
suggesting, but really regarded as salivation (ptyalism). 
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There is also often a very profuse exudate from the vaginal 
mucous membrane, which being acrid causes a maceration of the 
skin. In other cases a distinct excoriation or erosion and in some 
a complete denudation develops. I, too, was disposed to believe it 
due to untidiness in patients and from very acid or alkaline urine, 
but examination shows the urine to be bland. Here, I may men- 
tion that as is the case in Italy, I have frequently found the urine 
of pellagrins ammoniacal. On the skin about the perineum are 
areas varying in size from very small spots involving almost all 
the inner side of the thighs, extending far around to the gluteal 
regions and reaching in some cases almost to the knees. This 
area is always very red, swollen and oozes constantly a profuse 
sero-sanguinous fluid. This appearance is usually seen in the so- 
called “ wet” cases where the skin of the hands and other parts 
is in the same bullous condition. These stigmata of pellagra 
upon the unexposed parts of the body are due, of course, in the 
first place to the virulence of the unknown poison, since they are 
not seen in mild cases. 

Secondarily, the inflammatory exudate produces maceration 
which in turn further extends the zone of inflammation. Here, 
also, pressure may be an element in these cases. I may mention 
in passing that colored women appear to be more prone to these 
moist pellagrous lesions than white women. This applies to pri- 
vate cases as well as to asylum pellagrins. Also the extent of the 
dermatitis and the degree of pigmentation seem to have a prog- 
nostic value or a direct relationship to the subsequent liability to 
the development of more serious mental symptoms and of typhoid 
pellagra. 

The vaginal mucous membrane of these cases shows the same 
red inflamed condition, and here too is seen a peculiar mottled 
appearance as of small hemorrhages under the membrane. Cases 
examined at the State Hospital show the vaginal mucous mem- 
brane to be inflamed in equal degree with that of the buccal and 
other mucous membranes. 

Very decided pain is felt in the region of the ovaries at the 
menstrual period and irregularly. Autopsies show a red con- 
gested ovary, the whole body of the ovary being involved. Preg- 
nancy by its debilitating effects has its weight here and latent 
pellagra has at least been hastened or aggravated by this great 
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physical strain. Frequent pregnancies and prolonged lactation 
by lowering vital resistance may alter the character of the case. 
“The considerable rate of still births,” says Marie, writing of 
pellagra among the Egyptian Arabs, “would not exist without 
this great malady.” In another place Marie says, basing his re- 
marks upon Lombroso’s observations: “In hereditary pella- 
grous women are noticed atrophy of the breasts, irregularity or 
absence of the catamenia, which is sometimes followed by a pain- 
ful metrorrhagia. Calderini notes dysuria in 57 per cent of the 
female pellagrins, amenorrhea 50 per cent, leucorrhea in 50 per 
cent and abortion in 17 per cent. Many cases suffer from sub- 
jective sensations of uterine inflammation or displacements with- 
out objective signs. A robust country woman in the hospital at 
Verona, thirty-one years old, the mother of five children, com- 
plained of violent pain on urination and a sensation of weight in 
the uterus ‘as if it were made of lead,’ with burning at the 
cervix uteri. She would not tolerate a speculum for examination, 
but was treated a long while for metritis. Finally she began to 
complain of epigastric swelling, burning on the back, alternate 
sensations of hot and cold and bad diplopia; later she developed 
a melancholic mutism without adequate cause. It was then 
thought that perhaps the uterine symptoms might be of a pella- 
grous nature. A careful examination with the speculum, how- 
ever, showed no trace of metritis. It turned out to be a case of 
unrecognized pellagra.” 

Other authorities assert that “ the female sex, as we have seen, 
is decidedly more disposed to pellagra, and this arises probably 
from the fact, that especially the nervous system of women is 
easily affected, and that they are more overburdened than the 
men, particularly in the country population of Roumania by work 
and child bearing. Indeed, the greatest frequency of pellagra in 
women begins only after the 20th year and continues up to the 
4oth, accordingly, in the time of the sexual life of the women. In 
general most of the pellagrins are found to be within this period of 
years, although many children are pellagrous. This is evidently 
due to the fact that the rural population is more under a strain in 
these years 20 to 40, while their diet is not sufficient for the 
amount of the work done ” (Babes and Sion). 
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Case 6.—Married ten years, 28 years old, first pregnancy ending about 
twelve months ago. Three weeks after child-birth, she suffered with sore 
mouth, but had nervous symptoms before confinement. Stomatitis, diarrhe, 
excitement, later eruption on hands which grew worse. Patient lost ground 
physically and mentally, became suicidal and consequently was admitted to 
asylum. Has run a typical course and has been very suicidal, and at present 
all symptoms are better except the mental. Still under observation. [Since 
this paper was read this patient, in spite of all precautions, succeeded in 
committing suicide by hanging herself with her own hair and a few strands 
of thread.] 


Prolonged lactation by enervating influence may cause a de- 
pression amounting to resistive melancholia. Such cases becom- 
ing pellagrous usually complain of “ getting run down,” and are 
thin and nervous. Diarrhea sets in and the eruption completes 
the picture. In time it is to be hoped that we shall learn to diag- 
nose or at least to suspect the presence of pellagra in debilitated 
and nervous women without waiting for the appearance of the 
eruption. 


Case 7.—A decided blonde, age 32 years, second child three years of age. 
Prolonged lactation during the summer of 1908, was much debilitated and 
“run down.” Eruption appeared later, but she continued to nurse the child 
until admitted to asylum in April, 1909. Since admission she has shown great 
mental instability, is moody, emotional and at times very noisy, has had 
diarrhea and eruption which is exceptional in that it extended far above the 
elbows. (Is still under treatment.) 


Frequent child-bearing by sapping the strength of these nervous 
patients seems to play its part as a predisposing cause in the de- 
velopment of the pellagra syndrome. Already Strambio about 
1790 as noted by Babes and Sion had observed that gestation gave 
occasion to the breaking out of pellagra. He also observed cases 
in which pellagra appeared only during gestation and lactation, 
and then receded. 


Case 8.—Married, age 49, history of many and very rapid pregnancies, 
always “run down,” had eruption several years. Very depressed, upon 
admission to asylum had dermatitis and diarrhea. Abject depression marked 
this case. She suffered from menorrhagia. Finally she made a complete 
recovery. Discharged. 

‘Surgical operations acting as trauma develop latent pellagra 
and lowering the resistance aggravate or hasten its course. In 
the early cases, we have all the train of symptoms: back-ache, 
pelvic distress, headache, bearing down pains, weakness, lassitude, 
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emaciation, ovarian and menstrual disturbances, which are seen 
in pelvic disease, for as Manton well says, mental symptoms are 
present in gynecological cases. 

When the eruption is not present, the unsuspecting doctor or 
consultant is most likely to pronounce the case pelvic and treat 
the symptoms as pointing to a primary gynecological trouble with- 
out thinking of its being a part of the pellagrous symptomatology. 
Here, too, the mental depression is regarded as merely a symptom 
of the pelvic disease and operation or special treatment is advised. 
The consultant neglects to ask for a history of the eruption for 
one year, or maybe for four or five years, and at the same time 
there is perhaps a very red tongue, swollen and indented with 
stomatitis which he overlooks or diagnoses and treats as ptyalism 
and disregards the severe wasting diarrhea with increased knee- 
jerk, pupillary anomalies, marked atheroma, enlarged epitrochlears, 
dorsal pain and “ nervous dyspepsia.” I am compelled to say that 
cases of so-called post-operative insanity admitted to this asylum 
point to this conclusion, for in the spring and summer of 1908, we 
had, as we do every year, many such cases which showed all these 
symptoms of early pellagra and gave histories of former eruptions 
and diarrhea. To cite an unusual occurrence, but striking coin- 
cidence, in one week, we admitted five cases of pellagra which had 
been operated on for gynecologcial trouble within the preceding 
two months and all of these at the time of admission had or de- 
veloped within a month, the typical objective pellagrous stigmata. 
Three of these five died and two went home—recovered. 

The uterine hemorrhage, irregular or continuous, accompanied 
or not by a vaginal discharge, especially in women of advanced 
years, will alarm the doctor, and even though there be other symp- 
toms pointing to pellagra, he immediately diagnoses cancer and 
strongly urges the family to have an hysterectomy done. Such 
pellagrins have been subjected to operations for cancer in this 
country and abroad. The gastric disturbances call the attention to 
the stomach and ulcer or cancer is thought of at once. When 
an exploratory operation is done, the stomach is seen to be in the 
same inflamed condition as the mouth and other mucous mem- 
branes. Even the kidney does not escape surgical invasion. The 
absorption of fat with resulting emaciation may be the cause of 
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so-called floating kidney which might partially adjust itself by 
waiting till the patient has recovered from pellagra, and in many 
cases by watching closely for alarming symptoms due to the 
condition of the kidneys unnecessary operations may be avoided, 

The point that I wish to make is to suggest that hereafter as the 
recognized pellagra zone widens, when confronted with a nervous 
or mental case in a woman for whose relief their intervention is 
sought, surgeons and gynecologists must reckon with the pellagra 
syndrome and at least temporize in trying to relieve the pella- 
grous symptoms and thus prepare the patients for the surgical 
ordeal before resorting to an operation. When we fully realize 
how unequal is the struggle against pellagra alone, how can we 
subject already enfeebled patients to the ordeal of a capital opera- 
tion to be followed .by the combined effects of pellagra and 
trauma? 

The following cases illustrate my contention. These cases, 
one and all, had had surgical operations to relieve pelvic symp- 
toms and were brought to the asylum very soon after these opera- 
tions had failed to relieve the symptoms delineated : 

CasE 9.—Single, twenty-four years old when admitted to the asylum. 
Prolonged ill health accompanied by ovarian symptoms for which ovariotomy 


was done, soon followed by pellagrous dermatitis with refusal of food, 
diarrhea, mutism, ideas of poison, exhaustion, emaciation, death. 


CAsE 10.—Married, age 43 years. Very acute ovarian affection, ovariotomy 
followed by pellagrous rash, stomatitis, diarrhea, very excited, admitted to 
asylum, died after three weeks of delirium from typhoid pellagra. Tem- 
perature 107 before death. 


CasE 11.—Single, age 25, always suffered from ill health and dysmenor- 
rhea. Developed dementia precox, ovariotomy, purpura, admitted to the 


asylum, diarrhea, catalepsy, resistive, refusal of food, emaciation, sudden 
death. 


CASE 12.—Single, 24 years of age, mother insane with history of unrecog- 
nized pellagra. Ovariotomy for “female trouble,” after which she was 
admitted to asylum and in a few days showed a pellagrous eruption, stoma- 
titis, diarrhea. After months of treatment for the mental trouble, was 
discharged recovered. 


CasE 13.—Married, twenty-six, ovariotomy for a depression of many 
months duration but had also dermatitis, diarrhea, great emaciation and 
lassitude, mutism, greatly apprehensive. Admitted to the asylum very 


prostrated, being an apparently hopeless case. Recovery after many months 
residence in asylum. 
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CasE 14.—Married, 27 years of age, “female trouble,” prolonged lacta- 
tion, depression, uterine operation, partial recovery but soon relapsed, 
depression, noisy at times, rapid emaciation, dermatitis, diarrhea, admitted 
to the asylum, eruption still present, katatonic, spastic, mutism, dilated 
pupils. Still under treatment. 


CASE 15.—Married, 23 years of age, female trouble, weak, nervous. Hys- 
terectomy followed by excitement. Admitted to the asylum with diarrhea, 
refusal of food, dermatitis, great emaciation, suicidal, death from exhaustion. 


CasE 16.—Married, age 41, repeated gynecological operations for “ ner- 
vousness and female trouble,” loss of appetite, petulant disposition, diarrhea, 
obscenity. Committed to asylum, soon developed stomatitis. Eruption and 
emaciation. Removed to private asylum. Died from pellagra. 


Case 17.—Married, age 58, severe pains in ovarian region, nervousness, 
ovariotomy, excited, admitted to asylum, emaciation, eruption, delusions of 
poison, death. 


CasE 18.—Single, age 21, history of nervousness and flooding. Operation. 
No improvement. Another operation was advised, but was refused. Recov- 
ered from menorrhagia. Suffering from amenorrhea and mental symptoms, 
was admitted to asylum, a typical pellagrin. Recovered. 


CasE 19.—Married, age 40, diarrhea, digestive disturbances, rash, depres- 
sion, ovariotomy, relapse for two years, exhaustion, death. (Never admitted 
to asylum.) 

CAsE 20.—Married, age 29, eruption, stomatitis, diarrhea, digestive dis- 
turbances, stomach contents suggested ulcer. Exploratory operation showed 
an inflamed and a very red stomach. One week after operation red rash on 
hands and blebs followed by desquamation. Recovered. (Mental depression 
not sufficient to call for asylum treatment.) 

Case 21.—Married, age 32, diarrhea, dilated pupils, depression, emacia- 
tion, operation for floating kidney. Symptoms of depression, nervousness 
and not benefited mentally by operation, admitted to asylum with diarrhea 
and typical stomatitis and eruption. Still under treatment. 

CasE 22.—Single, age 32, “female trouble,” hypochondriacal, nervous, 
ovariotomy, emaciation, digestive disturbances, persistent vomiting and diar- 
thea, admitted to asylum for treatment in almost dying condition, carpho- 
logia, severe diarrhea, prostration with large moist rales. Prolonged 
illness. Recovery. 

CAsE 23.—Single, age 24, after months of declining health, ovariotomy 
was done to try to relieve her trouble. Emaciated. Rigid, very excited, 
stomatitis, rapid development of eruption, very wild delirium. Death in a 
few weeks after admission to asylum from typhoid pellagra. 

CasE 24.—Married, age 44, hysterectomy for hemorrhage and discharge 
accompanied by cachexia and declining health, excited, restless. Admitted to 
the asylum, very sclerotic, varicose veins, large simple goitre, diarrhea, 
eruption. Death. 
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To sum up my observations and reading upon the aspects of 
pellagra embraced in this paper; of the twenty-four cases re- 
ported, four are still under treatment—ten recovered—ten died. 

General.—_In America and Roumania the female sex is more 
liable to pellagra, the period of greatest incidence being the 2oth 
to 40th year. Obstetric——Pregnant women suffering from pellagra 
are liable to abortion (17 per cent), to give birth to still-born 
infants and at delivery to post partum hemorrhage. Gestation 
and lactation, especially when frequent predispose to pellagra. 
Parturition is often an exciting cause for the outbreak of the 
dermatitis. Gynecologic——Amenorrhea and leucorrhea occur in 
50 per cent of the cases and dysuria in 57 per cent. Unmarried 
female pellagrins are more subject to amenorrhea. Multiparous 
pellagrins are liable to menorrhagia, and present symptoms sug- 
gesting cancer. Their subjective symptoms may point to diseases 
of the pelvic organs and require careful examination for their ex- 
clusion. Not uncommon are vulvitis, vulvo-vaginitis, cervical 
erosions, endo-cervicitis and endometritis, ovarian neuralgia and 
inflammation, maceration and denudation of adjacent skin upon 
the thighs and in perineal and anal region especially in “wet” 
cases. 

Surgical.—A surgical operation may bring out latent pellagra. 
Diseases of kidney are simulated and may be primary or secondary. 

Stomach symptoms are often so severe as to require attention 
and rigid diagnostic methods. Care should be exercised to pre- 
vent needless surgical or other unnecessary treatment. 

Other subjective symptoms may annoy the patient to such an 
extent as to demand treatment. Pellagrins often complain of 
symptoms suggestive of hemorrhoids when it is really proctitis,— 
a part of the general inflammation of intestinal mucosa and ad- 
joining epidermis. 

In essence, pellagra may be a tropho-neurosis, but that in 
women the pelvic organs are especially subject to the invasion of 
the unknown poison, is a fact demanding wider recognition as 
well as further study. 

Of course, ours is the dark side. In our asylum life we see 
a few failures among meny brilliant surgical successes, but the 
above surely point to the fact that in the initial stages, especially 
where the symptoms are not very well marked and where there is 
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much pointing to pellagra as well as to other diseases, a very 
careful differential diagnosis should be made and care given to 
other than the pelvic symptoms of these cases. If possible, relieve 
the primary disorder, pellagra, before resorting to radical opera- 
tions, which at best cannot cure pellagra, and will probably only 
increase the already lethal tendency. Not much will be lost in 
waiting for a time, at the expiration of which the symptoms may 
have been relieved, or the pellagra erythema now so necessary 
for diagnosis have appeared in full efflorescence. 

Cases of pellagra, on account of their debilitated condition, are 
prone to other diseases and are subject to “incidentals ” which 
do require surgical intervention. These, of course, demand and 
should have prompt attention. But, after granting all this, I am 
forced to believe that the majority of such cases should be treated 
not as having a primary organic pelvic disease, but as suffering 
from functional or symptomatic disorders of the pelvic organs, 
and furthermore that the gynecological, obstetrical and surgical 
aspects of pellagra are factors which not only the general practi- 
tioner must consider, but with which specialists of several kinds 
who live in the “ pellagra zone” must hereafter reckon for the 
real welfare of their patients. 
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A REPORT OF TWO CASES OF PELLAGRA.* 
By M. L. PERRY, M.D., Parsons, Kans. 


There is no longer any doubt about the existence of pellagra 
in some parts of the United States. How long it has been preva- 
lent in this country and over how large a territory it is distributed 
are still matters of some controversy. It is believed by some to 
be of quite recent development, while others are of the opinion 
that the disease has been present for many years but has not been 
recognized. There is strong probability that the latter contention 
is true. Since the clinical picture of the malady has become better 
known, cases have been reported from a number of different 
sections, and many of the older asylum physicians recall cases 
which occurred in their practice years ago that presented the 
symptom complex now diagnosed as pellagra. I recall several 
such unrecognized cases that came under my care as early as 
1900. Regardless of the time of its first appearance in this coun- 
try, there is reason to believe that the disease is rapidly increasing, 
and in some sections, especially in the Southern States, enough 
cases have been found to indicate a very serious state of affairs. 
I am convinced that this disease exists over a much larger area 
than has been supposed, and it is quite possible that before many 
years it will prove to be a problem of national concern. Believing 
that it is important that the attention of the profession be called 
to cases of pellagra developing or existing in sections where the 
malady has not been previously recognized, I am reporting briefly 
two cases that have come under my observation at the Parsons 
State Hospital. These, so far as I have been able to determine, 
are the only authentic cases reported from Kansas. 


Case I.—M. P., white, female, age 60, married, housewife by occupation. 
A person of considerable education and decided refinement, comes of a 
family of the better class of people. Admitted to the Osawatomie State 


*Read at the sixty-sixth annual meeting of the American Medico- 
Psychological Association, Washington, D. C., May 3-6, 1910. 
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Hospital in 1904, and transferred to the Parsons institution in 1905. The 
history of the patient states that she had been suffering from insanity of a 
mild type for twenty years, and had developed epilepsy a short time before 
admission to the hospital. Family history negative. Patient of a nervous 
temperament. Type of epilepsy grand mal of a moderately severe form. 
She was of rather delicate physique and in frail physical condition during 
the entire period she was under observation. Her mental condition was 
that of incomplete dementia. There was nothing of special interest in the 
case until in the early summer of 1908 when she began to fail physically 
with loss of strength and a general feeling of malaise. Was inclined to 
lie in bed more than usual. Later on in the summer she developed marked 
gastro-intestinal derangement. A note in the case record dated August 
28, 1908, says: “Mrs. P. is very frail at all times and recently has been 
more delicate than usual due to intestinal disturbance with persistent 
diarrhoea. She is much emaciated and quite anemic. Quite restless but 
sleeps fairly well. If permitted would eat a large amount but is not able 
to assimilate her food well.” The bowel movements were quite offensive, 
very liquid and dark in color, at times having a pronounced green tint. 
Examination of stools was negative. There was a certain amount of sto- 
matitis present, tongue red and fissured. There was no fever at any time. 
About the same time, in the summer of 1908, there appeared an erythema 
on the dorsum of the hands and a slight scaly eruption about the nose, lips, 
and chin. The lesion on the face had a peculiar fungoid appearance with 
apparent enlargement and excessive secretion of sebaceous glands. The 
erythema on the hands was quite symmetrical involving the entire dorsal 
surface but extended no higher than the wrists. The hands, at first red in 
color, became deeply pigmented and brawny as the disease progressed and 
the skin would crack and fissure especially over the metacarpophalangeal 
articulations. The skin on the hands appeared somewhat thickened and 
rough in the early stages of the eruption with later scale formation and 
decided thinning. The mental symptoms were not pronounced, the patient 
being quite demented, but late in the course of the disease there was con- 
siderable depression. A note dated November 6, 1908, says, “ Has declined 
rather rapidly for some weeks. Has been in bed and has had much bowel 
disturbance. Emaciation quite marked.” Medication seemed to have very 
little effect upon the diarrhoea. A great variety of medicines, opiates, 
astringents, etc., as well as restricted and special diet were given for the 
intestinal trouble but nothing was found to control it. The patient im- 
proved some during the early winter, the diarrhoea becoming less pro- 
nounced and the skin lesions subsiding to quite an extent but she was not 
able to leave her bed. The reflexes were heightened throughout the entire 
attack and later on there was very marked spasticity with contractures. 
A note made March 6, 1909, states, “ Condition quite unsatisfactory, seems 
to be in pain much of the time as indicated by position and groaning. 
Recently has developed contractures of lower limbs. Bed sores present.” 
Patient continued to fail rapidly and died March 13, 1909. 


tc 
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Case II.—I. H., white, female, age 34, single, no occupation. Admitted 
to Osawatomie State Hospital, 1901, and transferred to Parsons State 
Hospital, 1904. Family history negative. Patient had first convulsion at 
age of five months during an attack of cholera infantum. Following this 
acute illness convulsions continued in a light form gradually becoming more 

frequent and severe as she grew older. First evidence of active mental 

disturbance at age of fourteen. On admission patient was in vigorous 

general health, weighing 170 pounds. Feeble-minded with marked facies 

epileptica. She had two short attacks of acute gastritis in the spring of 

1905 and severe status in July of same year, otherwise, she remained in 

good general health until the fall of 1909. A note in the case record dated 

June 19, 1909, says: “A big strong woman whose health is excellent. 

Occasionally with a severe seizure she has to go to bed for a day, 

complaining of feeling nervous and uncomfortable and does not rest well. 

Usually is active and a good worker when not cross. Has about 15 

seizures per month. Rather loud and boisterous but most of the time is 

good natured although rough :n her manner and language.” In September, 

1909, she began to complain of not feeling well with vague pains in abdo- 

men and lower extremities, anorexia, and some loss of weight. Developed 
delusions that she had been poisoned and became depressed, refusing to 
eat. Was nauseated and would induce vomiting, at times, by putting her 
finger in her throat. Bowels constipated. Tongue furred. Temperature 
and pulse normal. The sensory symptoms at first vague and more or less 
indefinite soon became very pronounced. Patient complained much of 
severe pain in abdomen, pelvis, and extremities, and soreness on pressure, 
and was put to bed. A note in case record dated October 18, 1909, says, 
“Patient has complained recently of severe pain both on urination and 
defecation. Examination showed a very firm thick hymen the opening 
through which was so small that no vaginal examination was undertaken. 
The mucous surfaces about the external genitals were somewhat con- 
gested and sensitive. Examination of the anus showed a well-marked 
fissure with slightly inflamed mucous membrane. The fissure was cauter- 
ized with nitrate of silver.” Urine was negative. Patellar reflexes abol- 
ished and she soon developed parasthesias in various parts of the body and 
a marked analgesia in both lower extremities. There was slight fever 
present with pulse somewhat weak and accelerated. She had some difficulty 
in walking owing to weakness and ataxia in lower limbs. A diagnosis of 
multiple neuritis was made and patient treated accordingly. There was 
some improvement observed during the month of November but a note 
dated December 1, 1909, states, “ For several days the patient’s condition 
has been more serious, pulse has been hard to count and general weakness 
is pronounced. Has been on strychnine one-thirtieth grain every three 
hours for two days. To-day was given one pint of water) by rectum, 
several times, with benefit. She has developed a severe stomatitis which 
has caused much annoyance.” Tongue red and fissured with small blisters 
and ulcers around the edge. Mucous membrane on inside of the cheeks 
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also showed ulcers. The inflammation extended into the pharynx making 
it difficult to swallow solid food. Patient at times refused to eat on account 
of sore mouth. Temperature ranged from normal to 100%. Bowels still 
inclined to be constipated although loose occasionally for a day. She 
passed small amounts of purulent material. Condition of patient varied 
somewhat from week to week but with no marked change until the latter 
part of January, 1910. She was able to be up and dressed part of the time. 
The case record shows on January 30, 1910, a sudden rise of temperature 
to 104 following a few days of more sensory complaint than usual. Fever 
reduced by sponging. At this time she developed an erythema on the 
dorsum of both hands particularly marked over the knuckles. The hands 
in a few days became very rough with fissures extending through the skin 
making open sores in several places. No pain nor itching of hands present 
but they were quite sore when handled. The erythema did not extend 
above the wrists but there were rough patches on the elbows. At this 
time a tentative diagnosis of pellagra was made. Some improvement was 
observed during the next week but a note on February 8, says, “ During 
the last few days patient has been very sick, temperature course irregular, 
much of the time being high, reaching 105 upon one occasion. She has 
suffered much from severe vomiting. Treatment symptomatic, cold spong- 
ing, strychnine, and nourishment as freely as possible.” During these 
febrile attacks there appeared a pronounced erythema over nose and cheeks, 
bat-shaped in outline. Later on, the skin on both hands and face became 
scaly and on the hands much thinned and roughened. There was con- 
siderable pigmentation with a quite well-defined line of demarkation at the 
wrists. Examination of blood smears showed a reduced number of leuco- 
cytes and considerable evidence of anemia. A differential count of leuco- 
cytes gave the following result: 


68% 


The mental condition of the patient underwent a very decided change 
during her last illness. Her emotional state which had previously been 
rather exalted became much depressed with occasional outbursts of pro- 
nounced excitement, the patient being at times kept in bed with extreme 
difficulty. There was a partial return of the reflexes towards the end of 
her illness and a slight tendency to spasticity but no contractures. Sensory 
symptoms continued to the end. Died April 16, 1910. 


In this paper I have made no attempt at a general discussion 
of pellagra, and have nothing. new to offer regarding etiology 
nor pathology. In this connection will say that our dietary does 
not contain an unusual amount of corn products, and that which 
is used by the hospital is supposed to be of good grade. 
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The points of special interest brought out by these cases may be 
stated as follows: 

1. Neither case began in the early spring, when it is usually 
taught that pellagra develops. 

2. In one case the disease developed in a person in vigorous 
general health. 

3. In one case the symptoms for a number of months were 
those of multiple neuritis. 

4. Pellagra is not always an afebrile disease, as has been stated 
by some writers, but may have associated with it a high degree 
of fever. 

5. The distressing and persistent sensory symptoms presented 
by Case II. 

6. That pellagra exists in a section of the Middle West where 
it was not positively known to exist before. 


REPORT OF A CASE OF JUVENILE PARESIS.* 


By Henry W. Miter, M.D., Drrector, 
AND 
NicHotas Acutcarro, M. D., 
Government Hospital for the Insane, Washington, D. C. 


The following case of juvenile paresis, or perhaps more cor- 
rectly, infantile general paralysis, is presented because detailed 
knowledge of general paralysis in children is relatively recent, 
and further we have felt that where the etiological, clinical and 
anatomical facts are as well established as they are in this instance, 
the case should be recorded in the literature. The history is as 
follows : 


P. D. R.: male; twelve years of age; admitted to Government Hospital 
for the Insane, April 6, 1909. 

Family History—Paternal ancestry difficult to trace. Patient’s mother 
lived with the presumed father of the patient for several years, but was 
never married. He was a dissipated man and had syphilis. He has been 
dead ten years, but nothing more definite has been learned about him or 
his family. Patient’s mother admits the illegitimacy of the child. She 
had two miscarriages prior to the birth of the patient; had no other living 
children. The mother was infected with syphilis, according to her state- 
ment, a short time before the birth of the patient; according to the aunt, 
five or six years before. She had a primary sore, mucous patches and 
an eruption and was told by a physician that she had syphilis, but she re- 
fused to take treatment. The Sister Superior at the orphan asylum, who 
has seen the mother several times in the past few years, thinks she is a 
simple kind of woman, but the aunt declares she was of ordinary in- 
telligence. Since the death of the patient’s father, she has done scrub 
work, etc., and for some time lived in a woman’s refuge home. About 
three months ago she was sent to the Washington Asylum Hospital 
where she was reported as having mental symptoms; later she was trans- 
ferred to the District Almshouse. She was seen by Dr. Miller the begin- 
ning of May, and presented the following symptoms: 

External strabismus of the left eye; right pupil larger than the left; 


*Read at the sixty-sixth annual meeting of the American Medico- 
Psychological Association, Washington, D. C., May 3-6, 1910. 
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both pupils immobile to light and accommodation; exaggerated knee and 
other tendon reflexes; slight incoordination; parzsthesias in the hands and 
feet; a slight hesitancy in the speech. 

Mentally she is dull, her memory is poor and she has periods of con- 
fusion and restlessness; appreciates that her mind is not alert and believes 
that she is losing her senses. This condition has been coming on for about 
one year. She is now forty-five years of age. Her cerebrospinal fluid 
was examined with the following findings: 

May 9, 1900. 

Fluid clean, flow by rapid drops. 

Protein content increased (approximately estimated). 
Noguchi’s test for increase of Globulins positive. 

Wassermann reactions positive. 

Cells per cu. mm., 123.8. 

Differential estimation, 750 cells counted: 


IP 34.5% 
5% 


Maternal grandmother died suddenly of heart disease, past middle life; 
maternal grandfather thought to be still living, was in earlier life a con- 
firmed alcoholic. One maternal grand-aunt lived until ninety-four; an- 
other is living at seventy-three in destitute circumstances but apparently 
of normal mentality. 

Personal History.—Patient was born May 10, 1896, in Columbia Hos- 
pital, Washington, D. C. The birth was normal without instruments. 
He was taken home with his mother* two weeks after birth. Was 
apparently normal until three months of age, when a rash was noticed 
over his body, which a physician at once called syphilis. He was treated 
for the same for a short time. When quite an infant, he was sent to St. 
Anne’s Orphan Asylum, as his mother was unable to care for him at home, 
and at the age of seven transferred to the St. Joseph’s Orphan Asylum. 
He was a good-looking child, bright, alert, kept up with the boys of his 
own age with his studies, reached the fifth grade; was attentive, active, 


* September 17, 1909. Patient’s mother died yesterday at 9 p. m. at the 
Municipal Home for the Aged and Infirm. It was the opinion of her 
attending physician that she died from the disease of the central nervous 
system, as there was no evidence of disease of the other viscera. For some 
time she had been in a very demented condition. He thinks that she 
knew almost nothing, and says that her speech was very bad. She had no 
convulsions, no epileptiform attacks. An autopsy was performed, twelve 
hours after death, by Dr. Miller. 

The abdomen and thoracic viscera presented nothing especially striking. 
There was no evidence of syphilis about the liver. There were a few 
patches of perihepatitis. There was a marked leptomeningitis; the pia- 


r 


191 | HENRY W. MILLER AND NICHOLAS ACHUCARRO 561 


fond of play, and in every way seemed like a normal child until about 
October, 1908. The mental change was so insidious as to be scarcely 
noticeable, and symptoms which did not at that time especially attract the 
attention were only recalled retrospectively. It is now recalled that at 
frst he was absent-minded both in his school work and in his play. 

While in his normal condition, he was quick, alert, and attentive in 
class, he became slow, hesitated, seemed to have difficulty in grasping the 
question and in following the lesson; his answers became more and more 
incorrect. When asked a question, he would look vacantly at his teacher 
and only after repeated questionings was he able to comprehend. During 
play hours he began to keep away from the other children, was prone to 
fold his arms, walk back and forth in the yard with no interest in the 
games in which he was formerly an active participant. Little attention 
was paid at the time to this, because he was not considered sick, and his 
condition was not at first brought to the attention of the visiting physician. 
He has had no general or local convulsions. Gradually his lack of mental 
balance became more marked, he seemed to the school authorities to be 
depressed, and they noticed that although he seemed to be on the verge 
of breaking down emotionally he never had any distinct emotional out- 
breaks. 

He began to make mistakes in repeating his prayers which he had re- 
peated twice daily for five years. In the early part of January, 1900, 
physical symptoms were first noticed by the observers. His voice became 
high-pitched, he spoke more slowly, he began to hesitate over words of 
two or more syllables. About this time his writing became careless, 
slovenly and illegible. For three months previously his teacher recalls 
that his writing was slovenly and that it was becoming worse, whereas 
his writing had shown gradual improvement. The mental deterioration 
was gradual, without excitement, depression or delusional formation. He 
has on a few occasions without provocation, fabricated. For example, he 
said he talked with his mother while he was in chapel, and that he had 
been out for a walk, when such was not the case. In the past two months 
he has pilfered various articles from other boys, both traits foreign to his 
make-up, as he has never before the onset of his disease shown any ten- 
dency to dishonesty or untruthfulness. 


arachnoid being thickened, opaque and milky. There was an increase of 
cerebrospinal fluid. Removal of the membranes revealed a roughening of 
the convexity of the convolutions and a typical decortication in the tem- 
poral regions. The ventricles all presented granulations, the floor of the 
fourth ventricle being studded with coarse granules. The frontal lobes 
were not macroscopically atrophic, but the surface of the convexity of the 
convolutions was rough and uneven. The brain tissue was unusually 
soft; the gray matter darker than usual. The small vessels were unusually 
abundant in white matter. There were no areas of softening and no other 
gross changes. Sections from various areas were preserved for histologi- 
cal examination. 
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For a month before admission he was very dull, frequently reported as 
being untidy in his habits. His teachers noticed that his facial expression 
which was usually bright and interesting became inexpressive. His facial 
muscles became tremulous when he tried to speak. For six weeks before 
admission the circulation in his extremities was sluggish, his hands and 
feet being usually of a bluish tinge. There was no history of excitement 
as indicated in the medical certificate. One night he had aimlessly wan- 
dered down stairs and was found in a somewhat confused state. It was 
this episode which alarmed the school authorities and led to his commit- 
ment here. 

April 8, 1910. Examination of cerebrospinal fluid. 

Fluid clear, flow by rapid drops. 

Protein content increased (approximately estimated). 
Cells per cu. mm., 68. 

Differential estimation, 400 cells counted: 


PHYSICAL EXAMINATION. April 19, 1909. General Description.—Weight 
70 pounds, height 4 feet 5 inches. Musculature somewhat flabby, lacks 
tone, but no distinct atrophies. The naso-labial folds are obliterated, the 
other lines of expression are lacking. Has a good skull formation. He 
is possibly small for his age. There are no suggestive scars about the 
angles of the mouth, nor other scars on the body. Skin moist, circulation 
in hands and feet sluggish. Both hands and feet are usually found ofa 
bluish-red color. He has a slight kyphosis of the lumbar vertebre. 

Lymphatic Glands.—Cervical on the right side palpable; axillary and 
inguinal not enlarged. Thyroid gland normal in size. 

Respiratory system normal. 

Heart.—Within normal limits; pulse 120; no murmurs. 

Digestive System.—Teeth all present, the right upper canine a little out 
of line. No Hutchinson teeth; the teeth are not pegged. Tongue flabby 
and coated; breath foul; mucous membrane pale. Pkarynx normal. 
Normal tympany over the abdomen. 

Gentto-Urinary System.—Has been circumcized. 

Neurological Examination.—There is a general loss of muscular strength. 
There is a little awkwardness in gait, seems to favor the left foot some- 
what, but there is no spasticity or ataxia. 

Reflexes.—Knee-jerks both exaggerated, right more than the left. Both 
tendo Achillis equally exaggerated; elbow-jerks are sharp, more so on 
the left side. There is no patellar or ankle clonus. Humero-scapular re- 
flexes are sharp. No contralateral reflexes. No co-operation for the jaw 
jerk. There is a sharp plantar flexion of the toes on stimulation of the 
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soles of the foot. Both cremasteric are very sharp; epigastric and ab- 
dominal equally sharp on both sides. Corneal and paryngeal reflexes both 
present. Organic reflexes retained. 

Eyes.—There are no corneal opacities; pupils are both irregular in out- 
line. The left eye does not come down to strong sunlight, the right comes 
down very slowly. The co-operation is very poor for the accommodative 
test, which does not appear to be present; no reaction upon stimulation of 
the sympathetic. He reads words at a normal distance. No limitation of 
the visual field. 

Hearing acute on both sides. Taste-—Sweet and bitter easily told; the 
salt and sour taste was rather indefinite, his difficulty in differentiation 
seems to be due rather to the mental dullness. Smell normally acute on 
both sides. Touch—lIt was impossible to estimate this sense with any 
degree of certainty. Fine distinctions he does not appear to appreciate. 
The same way with the temperature sense. He does not seem to know 
the variations in temperature and his responses are absolutely unreliable. 
Pain sense seems much diminished. He reacts to sharp pin pricks, but 
says it does not hurt, and in puncturing for the cerebrospinal fluid examina- 
tion, although no local anesthetic was given, he did not complain. Stere- 
ognostic sense normal. Joint and muscle sense intact. He has a very 
coarse facial tremor, especially on exertion. Has fine muscular tremors 
over the whole body. The tongue shows a coarse trombone jerking. 
Very coarse tremors of the extended fingers. There is no Rhomberg when 
standing on one foot. He is a little unsteady but is able to stand on one 
foot. Some incoordination in the lower extremities in the more compli- 
cated movements. In the upper extremities, incoordination is shown in 
the more delicate movements of buttoning his coat and tying his shoes. 

Speech is stumbling with hesitancy and elision. In the test sentence 
“Third riding artillery Brigade,” he said the first time—‘‘ Third riding 
at-big-ginning,” second time—‘“ Third riding as-be-tillery,” third time 
—“Third riding ar-til-lilery.” He shows the same defect in other test 
sentences. In the more minute analyses of the reading, we found in- 
dividual small words are read correctly except for a tremulous intona- 
tion and given as if his mouth was partially full. Individual letters are 
also read correctly. Words of two or more syllables are invariably slurred 
or given hesitatingly. In reading sentences he leaves out whole words 
and sometimes two or three words in a series. 

The writing as shown in the samples shows irregularity in the forma- 
tion of the letters, carelessness, excessive pressure with the pen, elision 
of letters, running together of letters, and he writes very quickly. 

The ophthalmologist reports an unsatisfactory fundus examination, owing 
to the inability of the patient to keep his eyes steady. 

MENTAL Status. April 12, 1909.—He seemed frightened when admitted; 
gave his name and age. He occasionally becomes somewhat tremulous, 
but has not broken down emotionally. He has been very quiet, has had 
nothing to say unless spoken to; appears quite timid before strangers, but 
when his confidence is gained he responds readily to questions. His face 
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is dull and expressionless, his cheeks are puffed out, the lines of expression 
are obliterated. He has not been seen laughing or crying. He seems 
indifferent to his surroundings. He has been made a pet by other patients, 
but does not seem to appreciate their attentions. Although it has been 
explained to him where he is, he does not clearly appreciate his surround- 
ings. He does not recognize any peculiarities in other patients; does not 
express himself about his surroundings unless he is questioned; his atti- 
tude in this respect may be characterized as indifferent. 

He says he does not know his father’s name; says his father works in 
a hospital, “taking care of patients.” Gives his age as twelve. Says he 
was born on May 10, does not know what year. Does not know the name 
of this place, but it is for patients. 

“What is the trouble?” “I don’t know.” “ Well, where are you?” 
“T don’t know.” “Do you know what city you are in?” “TI don’t know.” 
“How did you come here?” “In the street cars.” “ Why are you here?” 
“T was at St. Anne’s and I was sent to St. Joseph’s.” “Why were you 
sent here?” “ My mother was sick.” “ When did you go to St. Joseph’s?” 
“7002.” 

He gives the day as Thursday (it is Monday), the month as April, does 
not know the date, says it is 1909. Thinks he was brought here by a man 
named Lawler. Does not know why he was sent from St. Joseph’s here. 
He recognized the head nurse as a nurse, does not know her name. Does 
not appreciate anything wrong with any of the other patients. He has no 
insight into his trouble. Says he does not feel sick. 

“Do you want to go to school?” “No.” “Why not?” “I went to 
school at St. Joseph’s.” “Why not now?” “I don’t know.” “ Would 
you like to play?” “Yes.” “Can you play ball?” “ Yes, I can play ball, 
I can catch.” “Feel nervous?” “No.” “Shaky?” “No.” “Why did 
they send you to the hospital?” “I don’t know, I am all right. I feel 
just the same as I did when I was at St. Joseph’s.” 

He recognizes he has some trouble in his speech; says it has hurt him 
to talk for two months. His memory is defective both for recent and re- 
mote events. He states that he was born on New York Avenue, 615—he 
lived there until he was eight years of age. Says his father left home two 
years ago (it was ten years ago), that he first went to a public school, 
does not know which one, then he went to St. Anne’s. Went to St. Anne’s 
at the age of eight (this is incorrect). He does not know where St. 
Anne’s is located. Cannot tell what part of the city. Says that St. 
Joseph’s is at roth and “K” Sts., N. W. He does not recall having seen 
a physician before. Says he has been here twenty days. He can give 
within a half hour of the time of day. He heard the dinner bell ring but 
did not know what it was for. He is able to give correctly what he had 
for breakfast. 

He was given the number 6793, the physician’s name and the name of 
the hospital. A minute later he gave the physician’s name correctly, said 
it was the Providence Hospital, and gave the number as 1739. He was 
given the same number with the physician’s name, the day and date. Two 
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minutes later with intervening conversation, he gave the number correctly, 
could not recall the physician’s name, gave the day correctly as Monday, 
April 12. The Lord’s prayer he repeated correctly except for the physical 
disturbance. The creed he gave with many mistakes. His other prayers 
were likewise faulty. 

ScHooL KNOwLEDGE.—In giving the alphabet, he gave up to Q correctly, 
having given the same letter twice. When he reached Q, he returned to 
A and went through correctly. He counts from one to twenty correctly, 
but with an occasional repetition of a number. 


Addition. Subtraction. 
3+4is 7 73+22is 95 63—7 is 9 14— 8is 6 
o+6“ 15 84+25“ 105 63—7"% 9 7“ 4 
7+8 “ 15 17+16“ 36 22—8 “ 12 105—10 “ 250 
19+7“ 26 33 


Division. (Many thought.) 
63+ 7is 9 7X9 are 63 15 X 4 are 19 
84-12“ 4 8X4 “ 32 I5xX4 “ 19 
siz 7“ 8 2X7 “ 8&4 20X3 “ 23 
6+ 3% 12 13X3 “ 39 20X3 “ 60 
3+ 9% 4 4X5 “ 40 4x8 “ — 
2“ 9 3x6 “ 8x4 “ 32}..&8 
8“ 8 13X%6 “ 
“Capital of United States?” ‘“ Washington.” “Largest city in United 


States?” “Washington.” “How many States?” “Forty-five.” “Largest?” 
“New York.” “Smallest?” “California.” “Five largest cities in United 
States?” “ Washington, New York, Cleveland, Philadelphia, New Jersey.” 
“New England States?” “Maine, New Hampshire, Vermont, Massa- 
chusetts, Philadelphia.” “ Population of Washington?” “I don’t know.” 
“Of New York?” “I don’t know.” “Of United States?” “Three 


thousand.” “Who is President?” “I don’t know.” “First President?” 
“George Washington.” “Some other Presidents?” “ Washington, Lin- 
coln, Abraham Lincoln, Martin Van Vare.” 
SPELLING : 
Word Result 

House “Host ” 

Door “Door” 

Book-store “ Book-store ” 

Candle “ Cadaly” 

Rooster “ Chicken ” 

Flower “Flour ” 

Church “ Catholic” 

Priest “ Priest ” 

Patient “ Partin ” 

Tongue 


Throat (pointed to it) “ Trought ” 
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His mental dullness is shown by the following conversation: 
“How do you feel?” “All right.” “Are you happy?” “ Yes, Father.” 
“Why are you happy?” “I don’t know.” “Do youcry?” “No, Father.” 
“Do you want to see your mother?” “Yes.” “Do you feel lonely?” 
“Yes.” “Why do you want to see your mother?” “I have not seen her 
for three months.” 

He showed no feeling in these responses, and further questioning about 
his mother could not produce any emotionalism. 

“Are you frightened?” “No.” “Do you like it here?” “Yes.” 
“Why?” “The boys treat me kindly.” 

He says he has no pains or aches, does not feel in any way sick. His 
apprehension and apperception are both much disturbed. Stories read are 
very poorly taken in and reproduced. Pictures from a juvenile story-book 
are described in a most elementary and superficial manner. He has no 
delusions of any kind; no indication of hallucinations. 

May 12, 1909. Examination of cerebrospinal fluid. 

Fluid clear, flow by slow drops. 
Protein content increased. 

Noguchi’s test for increase of Globulins positive. 

Wassermann reaction positive (complete inhibition of Hemolysis). 
Cells per cu. mm. 74%. 
Differential estimation, 800 cells counted. 


May 25, 1909. At the present time his physical symptoms have become 
more prominent. His expression is more vacant, he has greater difficulty 
in articulating, his speech is more indistinct, he shows greater hesitancy 
in starting, the slurring is increased; frequently in attempting to speak, he 
produces at first only a whistling sound. He is unable to write as well as 
he did. The change in his expression can be seen by comparing him at 
present with the picture taken of him at the time of admission. 

A careful sensory examination demonstrates a hypalgesia. It is ques- 
tionable whether touch and temperature are seriously disturbed. His 
tremors are more pronounced, the right pupil is now more immobile. The 
incoordination is more readily demonstrated. He has lost only one pound 
in weight. 

In the psychic sphere, the dementia seems to be deeper. He has acquired 
his place orientation, but is unable to name the physicians whom he sees 
frequently, and he cannot keep the run of the time. His memory is less 
reliable, his comprehension is duller, he is quite contented, and in no way 
appreciates his defect. In brief, there is a general mental reduction with 
emotional indifference, of the type of a simple dementia. 
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June 13, 1909. This afternoon patient had three convulsions. He first 
had a jerking in the right hand and arm, with rapid movements of the 
right eyelid; following this he became unconscious. The convulsions be- 
came general but more marked in the right upper extremity. The head 
was turned to the right, eyes directed to the right. The three distinct 
convulsive attacks occurred between 4.00 p. m. and 5.30 p. m. At 7.00 
p. m., was still in a stupor and would not respond to questions, had a 
double ankle clonus, Babinski on both sides, eyes directed to the right. 

June 19, 1909. For two days after convulsive attacks, patient remained 
in a dazed condition, did not speak, was inclined to wander aimlessly 
about, was untidy in habits. On the 16th, he understood questions and 
responded, but the tone of his voice was changed and his articulation was 
more indistinct. To-day is was noticed that in walking he frequently lost 
the use of his legs and fell. 

June 22, 1909. Is becoming progressively weaker mentally and physically. 
Speech shows an exquisite bradyphasia, writing is a meaningless scrawl, 
muscular tremors marked. He is quiet except for an explosive, unintelli- 
gent utterance. Comprehends little, tries to answer questions, but his 
usual response is either, “ Yes,” or “ Yes, Father.” He is untidy in habits. 
His school knowledge is almost forgotten—unable to count above five. 
Knows only the name of his nurse. Is contented; shows no particular 
wants. 

July 25, 1909. Examination of cerebrospinal fluid. 

Fluid clear. 

Noguchi test positive. 
Cells per cu. mm. 70. 
Differential count: 


85% 
39% 
1% 


September 18, 1909. Now confined to bed, unable to stand or to walk 
alone. Is losing weight rapidly. Unable to feed himself. Face is flushed. 
Feet and legs are cyanosed. Isj extremely untidy—eats fecal matter. On 
August 22, he had one slight convulsive seizure. No voluntary talk. 
Phonation very difficult. His attempts to speak frequently result only in 
a whistling sound. 

December 20, 1909. There were no further convulsive attacks’ since last 
record. Emaciation became marked. For two months he had been unable 
to speak so as to be understood. Any attempt to speak caused a coarse 
tremor of the facial muscles. For some time his wrinkled skin and drawn 
expression produced a senile-like facies. His lower extremities became 
contracted. Pressure sores developed on the elbows and hips early in 
November. 
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Autopsy Protocot.—Examination four hours after death. 

External Examination.—The body is that of a white boy about twelve 
years of age, extremely emaciated, and with bed sores over almost every 
projecting bony point. Rigor mortis is present, but slight. Eyes are 
sunken; teeth exposed and slightly discolored but do not show any de- 
formity. 

Internal Examination.—Dissection. Cranium. Scalp thin and dry; 
skull about the usual thickness and shows no deformity. The sutures are 
all present and normal. The tables are rather thin and the cancellous 
tissue abundant, which is normal for a young person. Dura mater normal 
and non-adherent to the bone. Shape of skull symmetrical. Some ap- 
parent increase of the subdural fluid. 

Brain —Weight of left hemisphere 380 grams; right, 350 grams, ccre- 
bellum pons and medulla, 140 grams: total, 870 grams. The pia mater 
over the convexity presents marked opacity in patches somewhat more 
marked over the vertex, over some of the principal sulci, and along the 
larger cerebral veins. The membrane (by which the gyri are widely sepa- 
rated) is extremely oedematous. The greatest degree of pial change and 
atrophy is over the anterior two-thirds of the convexity, the anterior half 
of the mesial surfaces and the anterior temporal poles. Less degrees of 
atrophy are present over the orbital surfaces and it gradually becomes less 
evident over the occipital lobes and the base of the cerebrum. 

The olfactory bulbs are unusually large but seem otherwise normal; pos- 
sibly feel a little indurated. The arteries at the base present the following 
alterations. The basilaris shows a patch of opacity at the point of division 
into the post. Cerebrals; the anterior cerebral a. of the left side is ap- 
parently obliterated from its point of origin to its junction with the ant. 
communicating a.; the ant. com. a. is double but the posterior of the two 
vessels is obliterated. The right vertebral artery is small and nearly 
obliterated; the left is about the size of the basilaris. 

On feeling over the cerebrum the atrophied gyri give the sensation of 
induration, which is not so apparent after the removal of the pia mater. 
The Ammon’s horns of both sides are decidedly atrophied, and indurated, 
the left more so than the right; the uncinate gyri are also indurated. Re- 
moval of the pia shows a tendency of the membrane to adhere, and slight 
decortication is produced. 

The ventricles are greatly dilated; the corpus callosum thinned; and 
granular ependymitis over the candate nucleus, near the foramen interven- 
tricular, and in the fourth ventricle. The massa intermedia present: 
choroid plexuses normal. Section of brain substance shows cedema, and 
dilated perivascular spaces. The cerebellum is decidedly indurated and 
atrophied; the cerebellar gyri thin and wire-like. Section of the cere- 
bellum shows that the greatest atrophy was at the summits of the folia. 

Thorax.—Weight of left lung 400 grams; right 360 grams. No pleural 
adhesions. The inferior lobe of the left shows a patchy exudate of broncho- 
pneumonia with some gangrenous areas, and an abscess-like cavity in the 
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lower part. The right has some diffuse broncho-pneumonic exudate and 
some small areas of gangrene. 

Heart—Weight 90 grams. The organ is probably a little atrophied but 
otherwise normal. 

Spleen.—Weight 60 grams. Appears normal. 

Kidneys.—Weight of each 60 grams. Cortex a little pale; otherwise 
normal. 

Bladder normal. 

Liver.—Weight 650 grams. Tissue normal. A little dark bile in the 
gall bladder. 

CausE OF DeaTtH. Paresis.—Immediate. General exhaustion with de- 
cubitus, and septic broncho-pneumonia. 

HISTOLOGICAL EXAMINATION BY Dr. AcuHUcARRO.—Sections from the 
Mother—The histological picture in all regions examined (precentral, 
frontal, occipital convolutions, and Ammon’s horn) is a typical one of 
general paralysis. We will not insist here, upon the description of the 
characteristics of general paralysis, and we will only mention briefly the 
most important findings. A diffuse inflammatory infiltration of the peri- 
vascular spaces could be easily detected in all sections. The exudates 
consisted of lymphocytes and plasma cells and were most prominent in 
the frontal region. Stabchenzellen of typical needle-like form were present 
everywhere in the cortex, the destruction of ganglion cells was marked, 
and there was present marked neuroglia proliferation. The pia was in- 
volved by the inflammatory process and infiltrated with plasma cells and 
lymphocytes. The examination of the Ammon’s horn showed the same 
process with great intensity; the layer of the pyramidal cells being de- 
stroyed or absent in considerable extent, so that no ganglion cells could 
be found at the bending portion or Umbiegungstelle of the curve formed 
by the layer with which we are dealing. We mention this fact on account 
of the same condition being present in the Ammon’s horn of the son. 

Sections from the Patient—The cerebral cortex of the cerebellum, 
medulla, chord, and the upper cervical sympathetic ganglion of the juvenile 
case were examined by various stains (Tolindin blue, scarlet red, Van 
Gieson, Cajal, Bielschowsky, Lhermitte for neurologia, and stain for the 
protagonoid substances). 

Also in this case, the examination of the cerebral cortex in different 
regions never failed to show most markedly the presence of a diffuse in- 
flammatory infiltration surrounding the blood vessels, and the exudates 
were also more prominent in the frontal lobe. Some points concerning the 
constitution of the exudates seem to be worthy of mention. Lymphocytes 
and large mononuclear cells were more numerous than the plasma cells, a 
larger amount of mast cells was found than is usual in cases of paresis, 
and a much larger number of K6rnchenzellen was present in some regions, 
especially in the Ammon’s horn. 

Great numbers of Stabchenzellen were scattered in all sections examined 
and the application of several methods was able to show that many of these 
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cells were adapted to the protoplasmic processes of the ganglion cells 
and that their protoplasm contained granules of fatty or protagonoid sub- 
stances. The neuroglia proliferation and the destruction of nervous ele- 
ments were very marked and the same disappearance of the ganglion cells 
was found here at the so-called Umbiegungstelle. 

Also in the cerebellum the perivascular infiltrations were considerable 
as well as the destruction of the Purkinje cells. By the method of Cajal 
(which stains the pericellular baskets around the Purkinje cells) these 
cells had disappeared in many places while the pericellular structures still 
remained. By the Nissl method several double-nucleated cells were found 
and this fact wants to be mentioned because several similar findings have 
been reported in cases of juvenile paralysis by Straussler, Rondoni, Trapet 
and Hough of this hospital, and interpreted as evidences of abnormalities 
of development in these cases. 

The chord showed the picture of a combined sclerosis of the posterior 
columns and the pyramidal tracts. Some infiltrations were also found here. 

Some other points of histological interest were found in this case, but 
for the aim of the present paper it will be sufficient to ascertain the histo- 
logical diagnosis of general paralysis in both the mother and child. 


We are indebted to Dr. Wm. H. Hough, of the hospital staff, 


for the various examinations of the cerebro-spinal fluid. 


GOVERNMENT HOosPITAL FOR THE INSANE, WASHINGTON, D. C. 
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DOCUMENTED DELIRIUM. 
AN AUTOPATHOGRAPHY.* 


By CLARENCE B. FARRAR, M. D., 


Assistant Physician Sheppard and Enoch Pratt Hospital; Associate in 
Psychiatry, Johns Hopkins University. 


It is true, I believe, that he who in the course of his life, at some 
point meets with the very strange or unusual, is apt to look upon 
his experience as unique. If it be a tragedy, he becomes, self- 
viewed, a sort of martyr whose hurts are assuaged with soothing 
self-esteem. If they be poignant enough there may be a modicum 
of shallow comfort in learning that other unfortunates have also 
passed that way. But the comfort does not always come alone. 
Hand in hand with it steals on a twin-emotion which utters grudg- 
ing protests against any who would thus encroach upon the dis- 
tinction of the victim’s martyrdom. 

I myself am no hero and no martyr. On the contrary I am 
apprised that the experiences I have to tell are only in a certain 
sense “ typical ”’—just for that reason, perhaps, worthy of record. 
At any rate their memory has possessed harrowing vividness, and 
I devoutly trust that in my own life-history they may prove unique. 
In that hope I shall here set them down. Perchance I may thus 
the more easily take leave of them. 

I have heard of those who were continuously harassed by dis- 
tressing dreams—night upon night the same dread incubus, and 
upon such I have bestowed casual pity. I have also known of 
those whom the shadow of crime has pursued relentlessly across 
oceans and continents, and at their fate I have shuddered. But 
dreams and shadows seemingly may become as naught in compari- 


* For the sake of accuracy be it said that the events herein set forth are 
not the author’s personal experiences, although in the interests of presenta- 
tion the first person has been used. The record is put together partly from 
the notes of the gentleman concerned, who very kindly placed them at my 
disposal, and partly from circumstantial interviews with him. To my 
anonymous collaborator I therefore make grateful acknowledgments.— 
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son with the intensified consciousness of that dire waking un- 
reality—delirium, the horrors of which only those who have 
traversed its devious ways may know. 

It is not my inclination to attempt a “clinical study” of my 
own case, although I have discussed it at some length with my 
physician, whose observations may very possibly show through 
here and there in the course of the narrative. I shall try, how- 
ever, to present as a more human document, a straightforward 
account first of all, of the subjective elements of one bitter night 
which I spent in the wilderness. 

Regarding myself, suffice it to say in preface that I am still a 
young man, coming of good stock, whose chief misfortune has 
been residing in a community where alcoholic habits are the con- 
vention. Asa rule I have not been known as a shining example 
of the unconventional. However, for a number of years I have 
followed a regular and engrossing occupation, and for full 
eighteen months prior to the “ attack,” I had been a total abstainer. 

It was the result of environmental accidents that I permitted 
myself the indulgence of a social glass. 


‘ 


A fortnight had passed. My “social” proclivities had become 
aggravated and persistent, and I had been consuming: spirits to 
the amount, doubtless, of a litre or more daily. To my gastro- 
intestinal mucosa, unacquainted for so long with harsher visitants 
than the beverages of sobriety, this experience came as a distinct 
shock—and it rebelled. 

The customary gastritis supervened. 

For two or three days I was able to retain practically nothing 
in my stomach, not even liquor. The mental attitude to which my 
abdominal viscus forced me may be sufficiently inferred when I 
say that in these last three days I did not even try to drink. 

It must not be concluded that the duties of my vocation con- 
flicted in any such manner with the function of imbibition as to 
make it necessary to suspend them. As a matter of fact while I 
was more or less continuously alcoholised for a period of two 
weeks, I worked steadily between drinks, following without in- 
terruption my regular daily routine, which involved considerable 
responsibilities and demanded a constant mental preparedness for 
grave emergencies. Even after I had been laid low by the pangs 
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of gastric unrest I continued intermittently to pursue my labors, 
and satisfactorily arranged certain business affairs on the very 
day when the events of this history transpired. 

It was a Saturday night in February. The cook and house- 
keeper, not lodging on the premises, had departed some time pre- 
viously and I was alone in my office and in the house. I may 
have been taking a mental inventory of an ill-spent week and pet- 
naming myself for the results which were so distressingly real in 
my sensations—being occupied meanwhile with my papers and 
effects which had come into some disorder. 

While thus employed I suddenly became conscious of a con- 
yersation going on in the adjoining room. This was in itself a 
somewhat startling circumstance, for I had admitted no one and 
there was none who could properly be in the house without my 
knowledge at that time of night. The voices I recognised at once 
as those of the cook and one of my friends who lived hard by. 
What was still more annoying, however, was the drift of their 
conversation, which was about myself, and which they appeared 
to be at no pains to keep me from hearing. I must admit that 
there was nothing particularly unusual about this conversation. 
It was just such a discussion as any two people might engage in 
concerning some friend or acquaintance who had been making a 
fool of himself. My indiscretions and excesses were passed in 
review, and followed by ominous conclusions as to the future, in 
the event of a continuance of my present habits of life. 

Frankly, I did not enjoy the talk. It seemed to me anything 
but complimentary, and while I might freely declare the seli-same 
things and worse in remorseful self-reproach, yet I did not relish 
them from the lips of others. Moreover it occurred to me that it 
was a piece of unwarranted meddling to take such verbal liberties 
with my name and conduct, and to do so in my own house, under 
my very nose. These thoughts were all the matter of an instant 
and I proceeded at once into the room whence the voices issued, 
in order to give forcible expression to my objections. 

It was to be expected perhaps that the conversation would 
cease as I entered, and for this I was prepared. But I was not 
prepared for what I did find, namely, nothing. The room was 
empty. There was no evidence of anyone having been there. 
Everything was in order as the housekeeper had left it. Con- 
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ceivably, I was at a loss to understand how the speakers could 
vanish so suddenly and completely, but concluding that in the 
circumstances they had assumed the part of wisdom in avoiding 
my presence and a scene which might not have turned out to their 
advantage, I smiled contentedly and returned to the perusal of 
my mail. This accomplished, I glanced perfunctorily through the 
evening papers and retired worn and weary, to court slumber, 
which did not come. 

It was not late when I went to bed, possibly ten o’clock, and the 
street turmoil of the night of pay-day in a community made up 
largely of laborers of none too genteel type, co-operated effectually 
with my own indisposition in banishing sleep. 

Need I dwell upon the character of the tumultuous thoughts 
which surged through my fevered fancy? For an hour or more I 
yielded passively to their unchecked career, the confused din of 
street-noises affording a dull background for nearer and more 
painful perceptions self-engendered. No inch of the bed vouch- 
safed me peace. Surely Prince Bishma’s couch of spears were a 
bower of roses in comparison with this rack of a bed where I 
could find neither sleep nor rest. 

In the midst of the melée of confused sounds and more con- 
fused thoughts and feelings, I found myself listening all at once 
to a violent altercation which seemed to be taking place in front 
of the house, on the opposite side of the thoroughfare. This 
wordy strife soon drowned out all other noises, and I realised that 
it was myself who was again the subject of dispute. Thus was 
I tossed from the accusing points of my own thoughts to meet the 
sting of phantom voices still more merciless. The parties to the 
debate I had no difficulty in identifying, and my surprise and 
chagrin may be imagined on discovering that I was being made 
the butt of vituperation and abuse by one I had supposed my 
warmest friend, in fact by the man between whom and myself 
only the pleasantest relations should subsist—my partner in busi- 
ness. Our association hitherto had been thoroughly agreeable 
and satisfactory, although naturally enough he had been some- 
what annoyed by my recent deportment, and had taken occasion 
only the day before to give me the benefit of his frank criticism. 

While my erstwhile friend was indulging unrestrained in re- 
viling and cursing me, my cause, strangely enough, was warmly 
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espoused by the other party to the quarrel, an acquaintance with 
whom I stood on considerably less intimate terms. Effectively 
none the less, the dispute was onesided from the first and after a 
sufficiently abusive prologue, my friend’s words began to resolve 
themselves into the expression of threatening purpose. I distinctly 
heard him assert that I should not be allowed to remain longer 
in my own house, and that he proposed coming in to throw me 
out. To this intention my advocate raised objections. But his 
arguments, even pleadings, were of no avail. 

Meanwhile the strife waxed hotter. Words gave place to blows. 
I seemed to be only a helpless auditor of the nearby struggle 
which was going against me, and for a brief space only the blurred 
sounds of conflict reached my ears. 

Then a painful pause. The issue had been determined. I al- 
ready knew it when again the victor’s voice became audible, as he 
protested to my fallen ally that he had hated to strike him down, 
but that he could brook no interference in the course he was 
resolved to pursue with reference to myself. 

From the other came no response. 

Hostilities being concluded in this manner, I deemed the time 
opportune for action on my part. Arduously my ideas strove to 
assemble themselves to an aggressive motive. I scrambled out of 
bed and proceeded to dress, with what haste I might, going now 
and then to the window to cast an anxious glance down on the 
street. Always my expectation was disappointed; I saw no 
familiar figure. 

The time of night must have been between eleven and twelve. 
I remember searching in its accustomed place for my revolver. 
It was gone. My shot-gun stood in the closet where I had left 
it, but of what possible use could it be to me? The shells were 
missing. Some cautious person had manifestly preceded me that 
way. I was considerably put about by this turn of events, but it 
was no time for further delay. Accordingly I mounted to the 
floor above and advancing to a balcony overlooking the street, 
announced to my traducer, whose voice I could still hear, although 
he remained invisible, that if my presence there was obnoxious, 
I was quite ready to vacate on my own motion. 

Those of my friends who know me for a man of forthright pur- 
pose in the defense of my fair rights will marvel at such a reaction 
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as this. Was it that the spell of delirium bred cowardice? I only 
know that the spirit of helplessness had begun to take possession 
of me, and before the night was over I was a whipped cur, 
scourged and undone by the furies of phantasy. 

But to return to the upper room. I had declared my capitula- 
tion, and now made it good by descending and emerging to the 
street, down which I hurriedly took my way, going I knew not 
whither, only away. It was the scourge I was beginning to feel; 
the sense of being driven was laying hold upon me. Hencefor- 
ward there was but one continuous effort—to escape. 

I had not proceeded far when I was brought to a standstill at a 
railroad crossing by the passing of the midnight freight. As 
patiently as possible I waited, when suddenly out of the gloom, 
on top of one of the cars—could I believe my eyes ?—and pointing 
a pistol at me, stood my malignant partner, whom I had left 
appeased, as I supposed, further up the street. I do not remember 
wondering greatly at the moment because of his shifty movements 
and miraculous appearance on the top of the freight car. Stranger 
events than this I took as a matter of course. My role was not 
now to analyze or explain. For a moment my old mettle asserted 
itself. I faced the threatening figure and shouted to him to shoot, 
damn him—that he knew I was unarmed and if he was cowardly 
enough to fire on a defenseless man, to blaze away! 

Obviously it was a brakeman carrying his brake-stick whose 
identity I had thus mistaken. I may add that in the section of 
country which was the scene of these events, acts of violence are 
more or less a matter of course, and shooting-irons, therefore, 
common enough household utensils. 

I stood gazing after my retreating foe as the train vanished in 
the night, and I was still unshot. Glancing about, uncertain 
which way to turn, my eye fell upon a locomotive under steam, 
standing a little distance down the track. Possibly here I might 
find a friend, for to most of the men in the train-yards I was not 
a stranger. The engineer whom I found busy with his oiler, I 
accosted familiarly, explaining to him that I was being followed, 
and asked for the loan of his revolver. 

The assumed situation not being essentially out of keeping with 
the usual order of things in this region, and such being my posi- 
tion and the confidence generally reposed in me, that I have no 
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doubt this good man would have accommodated me had it been in 
his power; and in all likelihood some belated denizen of the 
street on that particular night, owes the integrity of his members, 
if not his life, to the fact that the engineer had left his weapon 
at home. 

There was no cause then to loiter longer here, and I turned 
irresolutely away, indifferent as to the course my steps might 
take. But my own indirection was not to go unchallenged. 
Hardly had I advanced when a shout thundered in my ears with 
the categoric command to halt. 

Abruptly I became static. It was my master’s voice, my quon- 
dam friend, now turned my persecutor whom I had just beheld 
gliding away into the darkness on the top of the midnight freight. 
His omnipresence was becoming decidedly uncanny, and each time 
I heard his voice it seemed fraught with added menace and new 
terror. He was not alone this time. Another, also cloaked by the 
night, promptly seconded his mandate. This other I knew to be 
the neighbor whom I had first heard discussing my case with the 
cook whilst I was sitting in my office a few hours earlier in the 
evening. 

I recall that the telegraph office was not far from the place 
where I was standing and I had the fleeting impression that the 
various signal and other lights which I actually beheld, were 
carried and shifted about by my two tormentors. What it all 
meant I was too bewildered to guess—only there was some refer- 
ence to myself; it was all a part of the game. 

But I was given no time for reflection. Sensory impressions 
followed each other in confused flight, when suddenly, without 
more warning, my first pursuer discharged his revolver three 
times in rapid succession. I instinctively counted the shots and 
heard the individual bullets sing past my head. This was a sort 
of argument to which I deemed it wise to submit. I therefore 
made no attempt to advance further, but faced about and struck 
out silently in another direction. 

But why rehearse the details of that eternal journey through 
the desert of the night? I have wondered since whether the 
Peripatetic Hebrew was not suffering from a disorder similar to 
mine. How long an hour could be I never knew until that Feb- 
uary night I roamed the streets now almost deserted, my foot- 
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steps continuously dogged by these two men whom I had looked 
upon as my staunchest friends. They kept ever as it seemed 
about twenty or thirty yards behind me, but never by any chance 
could I get a glimpse of them, a fact which did not serve in the 
least to reassure me. They were, however, completely the masters 
of my movements, and at frequent intervals as their caprice dic- 
tated, they bawled their orders after me, bidding me halt, or turn, 
or pass this way or that—a dose of lead being the threatened 
penalty of disobedience. Automatically I obeyed, urging my ach- 
ing feet on before the irresistible force of these embodied voices, 
My spirit was utterly subdued. I no longer protested even to 
myself. 

Toward one o’clock, I found myself in front of a hotel where I 
had occasionally lodged; and by much the same reflex, I judge, 
as draws other roving creatures of the night toward the sources 
of light, I entered. Could it be that at last I might here find quiet 
and rest? I took a room, lay down without undressing, and 
strove with every fibre for the oblivion of sleep. That night I 
suspect, I barely missed being religious. My intense longing for 
slumber was surely not far removed from prayer. My fatigue was 
painful enough, Heaven knows, to have plunged me at once into 
the depths of unconsciousness, and yet the tortures of my waking 
exhaustion were only fairly begun. 

Almost immediately I perceived that a sinister conference was 
going on outside my window. It was the enemy, still close upon 
my trail. But they seemed to have grown tired of amusing them- 
selves with me after the cat-and-mouse fashion, and were now 
concerting more definite plans for my taking off. They discussed 
positions and distances, and appeared to lay great stress on select- 
ing an optimum vantage-point from which they could bring me 
down with one fatal shot. 

I had no doubt as to the outcome, and my state of mind can 
more readily be imagined than described. My only surprise was 
that the decisive issue was so long delayed. The suspense was 
intolerable, and so engulfed was I in my present misery that I 
should have welcomed the pistol report which had brought my 
story abruptly to a close just here. . . .f 

But the shot was not fired. I could endure the waiting no 
longer, but yielded to sudden panic and sought refuge in flight. 
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Out into the night and the empty streets I was again driven, flee- 
ing before the phantoms of fear, doomed to wander, I know not 
how long, seeking always an avenue of escape and finding none. 
My persecutors were untiring in their pursuit, but although they 
were lavish with their threats they seemed unwilling to risk firing 
upon me in the open. They adopted, therefore, their former 
tactics and were content with keeping me in sight so long as I 
yielded slavish obedience to their will, halting, turning or advanc- 
ing as they commanded me. 

At length my protracted ramblings brought me to the railroad 
switch yards in the outskirts of town. Some night employees 
were approaching to take their shift. To behold real men with 
corporate voices was at least some relief. I stopped them and 
begged that they would do me the favor of searching me and 
then assuring the individuals who were following me up that I 
was unarmed, and that they were acting a very cowardly part in 
hounding an inoffensive and defenseless man in this way. The 
rencontre with the railway employees was a real one, and they 
were naturally not a little puzzled by my unusual request. They 
complied however, and were engaged in searching me when a 
yard engine rolled up and the engineer, an old acquaintance of 
mine, taking note that something was wrong, got down from his 
cabin to enquire into the trouble. It did not take him long to 
discover that with me the wind stood temporarily north-north- 
west. He thereupon assumed charge, invited me on to his engine 
and started down the track. 

At no great distance ahead stood a row of small houses oc- 
cupied by railroad employees. One of these was his. Arrived 
opposite, we dismounted and entered, my protector at once lead- 
ing the way to a sleeping room on the second floor. Here he 
told me to make myself at home and comfortable for the re- 
mainder of the night, assured me psychotherapeutically that under 
his roof I should suffer no possible further annoyance or molesta- 
tion, left me alone and returned to duty. 

What I endured that night during the few remaining hours of 
darkness, could only be expressed by the figure romanticists some- 
times use when they speak of the torments of hell. Hardly had 
my kind host taken his leave when again my ears were flooded 
by those perpetual malicious voices, plotting, always plotting, 
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vilifying and threatening, but with an excess of cruelty, ever 
holding off the coup de grace. I was a victim doomed. Sentence 
had been pronounced, but execution was delayed—not for a year 
or a month or a day, but, to give the utmost refinement to my 
torture, from moment to moment, from second to second. Nor 
was shooting the only device for my punishment. The enemy 
outside were now enlarging the scope of their malevolence. I was 
first to be put to the torture, branded with hot irons, cut with 
knives, or bruised and broken in my members. 

Every moment brought new prospects of suffering and new 
fear. I no longer endeavored to sleep. Indeed I was now so 
thoroughly alarmed that doubtless I should have struggled against 
the approach of slumber. But that effort I was spared. Through 
the dragging frightful hours I sat on the side of my bed or stole 
furtively about the room, avoiding the windows, trembling not 
only with fatigue and my infirmity, but in abject terror. 

Again and again I was seized with the impulse to escape, to 
seek once more to elude my persecutors on the open road; but 
with all the chaos in my mind I did not forget the kindness of my 
host; and the sense of obligation, the desire to cause no further 
disturbance in his house and to give his family no alarm, held 
me a prisoner in my room till day. 

Never did victim of insomnia more anxiously await the dawn. 
Never did the first dim streaks of day bring greater relief to an 
oppressed spirit. The morning calm reached even me, as I became 
sensible that the harrowing voices which had pursued me through- 
out the night were gradually dying away. Evidently the enemies’ 
purposes could not thrive by daylight; they had given over their 
attempts upon me and were beating a retreat. 

But I was not yet to be allowed to go free and unbeguiled. 
Other voices began to make themselves heard, at first one by one, 
but increasing in numbers as they drew near. Lord bless me, it 
was my family! And the family had got most of my relatives to 
come along too. I could tell the different ones by their speech. 
It was myself who was still under discussion. What a deal of 
discussion I had excited during the past few hours! And now 
here were all my kin, in an early morning sortie, congregating 
about my place of concealment, and taking counsel together as to 
measures for my further disposition. 
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» ever I tried to get a glimpse of them without being seen. It was in 
ntence } yain. They were invisible, although their voices indicated that 
a year f they must be near at hand. 
to my In the midst of their conference, the actual presence of my host 
Nor — summoned me to breakfast. Passively I obeyed, for I was moved 
nemy § by two conflicting emotions. It was agreeable indeed to be sur- 
I was f rounded again by visible and friendly persons. On the other 
- with } hand, the occasion for the morning assembling held out no joys 
for me. Quite the contrary. Nevertheless I unenthusiastically 
| new — swallowed a cup of coffee, and strove to maintain appearances as 
w so } well as possible. Throughout the repast my ears were filled with 
zainst f the murmur of the family reunion outside. There were sug- 
‘ough | gestions, arguments, counter-arguments, and the mingling of 
stole } voices, all of which seemed to proceed from an adjoining unoc- 
¥ not — cupied house in which the party had now ensconced themselves, 
with the view, as I conceived, of taking me by surprise. 
e, to I do not remember noting the lack of consonance between this 
; but | project and the perfectly audible tones in which it was being dis- 
f my | cussed. Neither did I remark the other inconsistency, namely, 
rther } that my hearing was altogether too acute, even discounting the 
held | short distance. From which facts I infer that my logical faculties 
were still somewhat under eclipse. 
awn. When table-duty was done I took grateful leave of my friend 
O an the Samaritan, and turned my face homeward, the composite voice 
ame | of my family still following on the breeze. I peered about but of 
ugh- | course discovered no one. The preternatural calm of Sunday 
nies’ | morning compassed me about. I walked briskly, drinking in the 
their air and light with the joyousness of returning freedom, with the 
sense at least of reachieved mastery over my own movements. I 


iled. had a purpose now, and it was self-directed. I was going home. 
one, No one was driving me. 
e, it Did I exult a thought too soon? I hesitated and trembled. 


Ss to There was no mistaking the sound. From the distance my ears 
ech. were again assailed by the calls and threats of the two inhuman 
| of taxmasters who had hunted me through the night... . It was 
10W but a momentary paralysis of fear. Their parting shot had 
ing reached me, and I heard them no more. 

s to It was at this point, I think, as I walked along in the spreading 
5 daylight, that the first vague glimmer of insight broke in upon me. 
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I stopped some passers-by to ask them if they could see anyone 
coming along the road in the direction I had taken. They stared 
a little, but assured me they saw no one. I staid not upon expla. | 
nation, but hastened on. 

It was a crude beginning at setting myself right it must be 
admitted, this unskilful laying open of my infirmity before the 
first chance way-farer; but my next step was better managed, 
Arriving at my own house I summoned the cook and enquired as 
unconcernedly as possible whether my partner or any one else had 
been about the premises at any time during the preceding evening, 
Obtaining a negative reply, I asked no further questions, but be- 
gan to digest some wholesome though uncomfortable suspicions of 
my own mental condition on the evening in question. 

The evidence seemed to be against me, but there was still one 
link in the chain. Accordingly I set out to hunt up the other 
friend who had been party to my torture. I found him without 
difficulty, and with little preamble, although striving to the utmost 
of my ability to preserve an external composure, desired to know 
where he had spent the night. He seemed at first at a loss to 
know just how to take my question. Possibly he detected a tone 
of formality in my voice, a slight stiffening in my behavior un- 
usual in our familiar daily intercourse. Perchance with the 
knowledge of my recent past, he was set upon the right track. 
I know not, at any rate he deemed it expedient to answer in a 
matter of fact way that being tired he had gone to bed early and 
slept soundly the entire night through. 

So at length the truth fully dawned upon me. It was I who had 
been wrong. The world and the people in it were all right after 
all, but my senses had fallen short of their accustomed service in 
presenting that world to me in its true relations ; and in its place 
I had been astray in a distorted world, only half real, the unreal 
part of which I vividly recollected in the horrors of the night. 

My insight was now complete—and just here comes in a very 
singular circumstance. 

I still heard the voices. 

I was thoroughly convinced of their imaginary character, yet 
I could not escape them. 

It was indeed a heterogeneous mass of brain-food that I was 
turning over and endeavoring to sift and assimilate, as I bent my 
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steps homeward again. It was the effort of readjustment, of 
separating truth from fiction, of reconciling past and present, of 
disengaging the kinks in which my chain of experience had be- 
come involved. 

The forenoon was hardly begun. I felt the futility of any 
further efforts at seeking rest and called for my horse, determined 
if possible through work to wear away the remnants of my dis- 
order. All day long I toiled, and all day long mocking voices 
attended my course. In content they were scarcely more agree- 
able than the voices of the night; but they were more tolerable. 
They were not commands now, only comments. 

I performed the tasks of my daily vocation, as I am sure, in a 
perfectly natural way, yet in vain did I protest to myself that the 
unpleasant things I heard were but the fruits of diseased fancy. 
I heard them notwithstanding. Everyone whom I met on the 
street seemed to fling gibes and ridicule at me; little children at 
their play appeared to stop to cast mocking reproaches after me 
as I passed ; from the vacant places were wafted bitter words of 
injury and derision. Was it my own conscience, I wonder, which 
had thus become objective? 

Only toward the close of day did my hallucinations gradually 
grow fainter and fainter until they left me free. And such a 
freedom! Only those who have worn the shackles I endured can 
know what that means. 

After the longest and bitterest twenty-four hours of my life, I 
attained that night to the summit, or rather the depths of my 
desires—a profound and dreamless sleep. 

And here my autopathography ends. 

The following morning I awakened refreshed, in complete pos- 
session of my mental faculties, so far as I am able to judge, and 
ready for the labors and responsibilities of the day. 

* * X* 

The events [ have narrated are interesting, I am told, in pre- 
senting in pure form an elementary and transitory toxic-ex- 
haustive syndrome. The whole period of my alienation was well 
under twenty-four hours, and as the high-point occurred during 
the hours usually devoted to sleep, the routine of my daily work 
was not even interrupted. “Clinically ” one might say, therefore, 
that my disorder was made up of two stages of approximately 
equal duration, the night-stage and the day-stage. 
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The first stage began abruptly after the stress of the day and 
the week was past, in the quiet of late evening, after my mind had 
more or less freed itself from the obligations and preoccupation of 
duty. The determining feature was persistent aural hallucination, 
almost exclusively in the form of voices, which I invariably recog- 
nised as those of friends and relatives—just the persons who 
would be most likely to interest themselves in my case. The con- 
tent of the hallucinations however, was anything but friendly, con- 
sisting of reproaches, threats, and all-round abuse. Only once 
early in the night was a voice raised in my defense, and this was 
more, it seemed, to save me from violence than in extenuation of 
my conduct. 

In this sensory situation where such long odds were against me, 
the moralist would doubtless discern matter for a parable. Had 
I been deliberately rendering to myself, he would say, a true and 
just account of myself, meting out blame and censure in due pro- 
portion, the burden of such a self-rendered account would be over- 
whelmingly accusatory, just as were the voices. But man does 
not betray himself utterly. He is at a far pass indeed who does 
not seek even a remote excuse for his misdeeds, in whose mind 
there does not arise so much as a single palliating thought, when 
he must partake of their noxious fruit. Yet just as in the noc- 
turnal conflict my advocate went down before his enemy and 
mine, so would such a lonely suggestion of self-defence have had 
to give place, to be swept away before the avalanche of self- 
reproach, 

As I have said, my hallucination was practically exclusively 
vocal. I recall but a single exception, when I heard the three 
pistol shots and the singing of the bullets through the air; and 
this was after the idea of firearms and the fear of being murdered 
had for sometime occupied the foreground of consciousness. 

What may seem especially significant is the fact that I experi- 
enced no hallucinations whatever of sight. I witnessed no pro- 
cessions from the animal kingdom, nor did I once behold the 
authors of the supposed voices. Frequently I wondered at their 
adroitness in keeping themselves concealed. Visually, the ex- 
ternal world seemed natural enough. I do not lay too much stress 
upon the isolated illusion of the man upon the freight train. It 
must be granted that the circumstances—the movement of the 
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train, the obscurity of night, the sudden appearance of the brake- 
man vaguely outlined upon a passing car—were particularly fav- 
orable to the occurrence of an ocular misinterpretation. 

The second essential characteristic of the night-period was my 
complete want of insight. Never for a moment did I question 
the reality of the voices. Situations arose which surprised and 
staggered me, yet they never struck me as transcending the pos- 
sible and the actual. 

As to my attitude, I was repeatedly sensible of the injustice of 
the conduct of my self-appointed persecutors, or at least resented 
the unfair and unsportsmanlike advantage they had assumed. Yet 
through it all I felt like the quarry that is hunted, and was too 
busy saving myself to perceive the aimless absurdity of the chase. 

The day-stage differed primarily from the foregoing in the item 
of insight. The voices continued but I knew them to be halluci- 
nations. They did not therefore mislead me or influence my out- 
ward conduct. The striking objective fact during this period was 
my apparently normal behavior. From observation alone no one, 
I think, could have discovered that I was still under the burden 
of my infirmity. 

To be sure the day-voices were considerably altered in content 
and more easily borne. They were less threatening and aggressive 
and spent themselves in mockery and vilification. Gradually, too, 
they lost the vividness of sensory objectivity, receding by degrees 
in the uncertain distance, and were finally lost to sense. 

With these auditory manifestations my mental disorder began 
and ended, and I have reason to believe that there was no note- 
worthy departure from normal of my other mental attributes. 
Throughout the night and day that I passed without sleep I was 
perfectly oriented and there occurred no hiatus in consciousness. 
I have since discovered no gaps in memory as I have rehearsed 
to myself the sequence of events in those memorable twenty-four 
hours. I suffered no temporary change in character excepting the 
exhibition of the cowardice of fear, displayed no psychomotor 
symptoms, beyond the persistent disinclination to abide in one 
place, under the goad of the fictitious pursuit ; and affectively, ex- 
perienced just those sentiments which readily suggest themselves 
as appropriate to my content of consciousness. 

My illness has been diagnosed as acute alcoholic hallucinosis 
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(hallucinatorischer Alkoholwahnsinn) , a somewhat rare psychosis 
(12-15 per cent of alcohol cases according to Kraepelin),* which 
may be distinguished from delirium tremens, as my own observa- 
tion indicates, by the isolated character of the sensory disturbances, 
the unclouded state of consciousness with preserved orientation, 
the more definite nature of the delusions dependent upon the 
specific hallucinations, tthe consequently more orderly, or at 
least comprehensible outward behavior, and the absence of con- 
spicuous neurologic symptoms. 

The relations of this my initial psychosis, to the severer and 
really much more dreadful form, may perhaps be suggested in 
the subsequent experiences which, I regret to say, still remain to 
be described. 

It will not be difficult to understand why on the Monday morn- 
ing following the present events, I held a right serious conversa- 
tion with myself, a real Auseinandersetzung. The initiated will 
know its character. The outcome was a very specific and rigid 
programme with regard to the future ingestion of liquids. 

For two good years I lived by the programme. 


*In the material of the past eighteen years, Kraepelin found approxi- 
mately one case of Alkoholwahnsinn to three of delirium tremens. 
[Klinische Psychiatrie, 8th Edition, 1910.] 


A HISTORY OF INSTITUTIONAL CARE OF THE IN- 
SANE IN THE UNITED STATES AND CANADA.* 


By HENRY M. HURD, M.D. 


The American Medico-Psychological Association is by several 
resolutions committed to a scheme for the compilation and pub- 
lication of a history of the institutional care of the insane in the 
United States and Canada, although at no time has any definite 
plan been outlined by the Association. It is evident, however, 
to all who have given thought to the matter that this history 
should present a detailed record of the early beginning and later 
of the wide-spread and comparatively rapid movement which, be- 
tween 1840 and 1860, resulted in State care for the insane in all 
parts of the United States and Canada, and should pay a tribute 
to the efforts of philanthropic men and women to rouse the public 
conscience to action in behalf of a neglected and helpless class 
of patients. These men established institutions in States and 
Provinces where they had never before existed; they were also 
foremost in fostering a public sentiment which would serve as a 
sure guarantee that these institutions would be taken care of when 
they had entered upon their beneficent career. It is consequently 
necessary that the biographies of such men should accompany an 
account of the institutions which they created. Nor does this 
cover the whole scope of the undertaking. In the majority of 
instances the success of the institutions which had been founded 
depended wholly upon the labors of self-sacrificing, public-spirited 
and able medical men who devoted their lives to the management 
of them and relinquished all personal prospects of fortune or 
worldly aggrandizement. For this reason it seems equally desir- 
able and just that biographical sketches be given of those men 
who were such all-important factors in the success of the great 
work, 


*Read at the sixty-sixth annual meeting of the American Medico- 
Psychological Association, Washington, D. C., May 3-6, 1910. 
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The movement to write a history of the Association and its 
work had its origin at the Baltimore meeting in 1895, when Dr. 
Powell, of Georgia, presented a very interesting outline of the 
“rise and progress of a vast system of charities in the fifteen 
Commonwealths of the South,” with detailed accounts of institu- 
tions in Virginia, North Carolina and Georgia. It was evident 
from the interest which was then excited that much had been 
done by similar foundations in all the States of the Union, and 
from this conviction grew the original resolutions subsequently 
presented by Dr. J. W. Babcock, of Columbia, S. C. These reso- 
lutions were considered and favorably acted upon, and a com- 
mittee was appointed, but nothing seems to have come of it, 
although progress has been reported from time to time, and an 
effort has been made to stir up a general sentiment in favor of 
completing the work. For this and other reasons, although not 
aware of any special personal fitness for the work, I did not feel 
at liberty to decline the appointment made at the Cincinnati meet- 
ing, and of which, by the way, I learned for the first time in June 
last at Atlantic City. Since that time I have made an inter- 
mittent effort to organize the work and to collect such material 
as I could find.* 

The object of the present paper is to give some account of the 
progress of the work and to say what needs to be done. I hope, 
also, to stir up in the minds of the members of the Association 
a feeling of responsibility for it, so that there may be co-operation 
in gathering the material and preparing it for publication at the 
proper time. The difficulties in the task are very great. Those 
who have been interested in the construction of the institutions 
for the insane in the United States have been largely isolated 
workers, and their records are, consequently, widely scattered 
throughout the different States of the Union. 

In some instances, as in Georgia, the names of the men who 
began the movement to establish an institution for the insane are 
absolutely lost. It is simply known that an unknown man made 


* The full committee is as follows: Dr. Henry M. Hurd, Chairman; 
Dr. William F. Drewry, for the South; Dr. Richard Dewey, for the 
West; Dr. Charles W. Pilgrim, for the Middle States; Dr. G. Alder 
Blumer, for New England; Dr. T. J. W. Burgess, for British America. 
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his appearance about the year 1837 in Georgia and so moved the 
Legislature by his fervid appeal as to induce that body to start 
an institution for the insane. No one now knows his name or 
where he came from or his subsequent history. It has been con- 
jectured that he was an invalid temporarily in Georgia for his 
health. He performed a worthy work and passed on into obscur- 
ity and no one can now do him honor. 

The principal difficulty, however, in collecting material thus 
far has been a lack of a feeling of individual responsibility on 
the part of the members of the Association. Everybody has 
felt perfectly willing to have somebody else undertake the task. 
It, however, is of such a character that it must be undertaken 
by individuals in every State. Members of the Association living 
in Michigan cannot write an adequate history of what has been 
done in Maryland; nor would it be possible for a person living 
in Maine to appreciate what has been done or get any adequate 
information about the history of an institution in Texas or in 
California, or any other State except his own. 

The work, consequently, needs the co-operation of every single 
member ; records of corporate, State and private hospitals should 
be searched and material should be gathered concerning every- 
thing essential to a proper understanding of it. Acts of General 
Assemblies should be examined, messages of Governors should be 
scanned ; reports of committees should be read; reports of com- 
missions charged with the location of institutions and the erection 
of buildings and the purchase of sites should be studied; plans 
of buildings, projects of laws, methods of maintenance—these and 
a multitude of other data are needed for the information of the 
committee in charge of the history. A chapter in the proposed 
work should be devoted to the changes which have been made 
from time to time in the laws of the different States in regard to 
the commitment of the insane to better protect the rights of the 
insane and at the same time to guard the interests of the com- 
munity, and these changes should be traced from one stage of 
progress to another. The present almost universal movement 
even for the voluntary admission of patients to institutions has 
been an evolution from past very strenuous laws for the detention 
and commitment of the insane persons which followed in their 
turn the former period of no-law when the insane were not 
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gathered into institutions or adequately cared for. It is very 
important to know how these changes have been brought about 
and what has influenced the present happy state of affairs. 

Histories of asylums and hospitals are also needed ; biographies 
of individuals, superintendents of institutions, medical officers and 
trustees should be sedulously gathered and perpetuated. All 
changes in the organization and construction of institutions should 
receive attention; the development of the cottage system with 
detached buildings and farm colonies, the open-door system—all 
should be presented in contrast with the old-fashioned closed and 
monastic institutions which were built for 40 or 50 years through- 
out the United States and Canada. 

Every epoch-making change in the architecture and arrange- 
ment of institutions, or in the management and the treatment of 
cases, should be carefully sought out in the various States. The 
material at present available in the hands of the committee may 
be briefly described to prevent any waste of effort on the part of 
members by repeating the labor of others. 

THE AMERICAN JOURNAL OF INSANITY furnishes interesting 
descriptions of the earlier institutions, as well as biographies of 
the members of the Association or of men interested in insanity. 
THE JOURNAL oF INSANITY and the Transactions of the Asso- 
ciation contain about 150 such biographies. Another source of 
information of a similar character is furnished by the writings 
of Dr. Curwen. He published a “ History of the Association,” 
also a “ History of the Original Thirteen Members of the Asso- 
ciation of Superintendents of Institutions for the Insane ”’; also 
a “ Presidential Address,” which appears in Volume IV of the 
Transactions, covering a space of about 60 pages, in which, in 
addition to an account of several institutions, he gives biographies 
of a large number of men who were eminent in the earlier days 
of the Association. These writings are of great value and can 
be utilized. Another valuable contribution is the paper of Dr. 
T. O. Powell, of Milledgeville, Georgia, already referred to. 
Much of it can be published without change, and the briefer por- 
tions will serve as an excellent outline for fuller treatment. 
Another interesting and valuable sketch is Dr. J. W. Babcock’s 
chapter on “ Public Charity,” in a book entitled “ A Handbook 
of South Carolina,” published in 1908. This contains illustrations 
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and valuable biographies of men who were eminent in South 
Carolina and did philanthropic service in initiating hospital pro- 
vision for the insane in that State. Another book which con- 
tains much useful material is the “ Life of Dorothea L. Dix,” with 
an account of her travels throughout the United States to awaken 
public sentiment in behalf of establishing institutions for the in- 
sane. Dr. J. T. W. Burgess, of Montreal, has also published 
among the transactions of the Royal Society of Canada “ A His- 
torical Sketch of Canadian Institutions for the Insane,” which 
shows great research and industry ; it has preserved many details 
which might otherwise already have been lost. Another similar 
book is “ Annals of the Vermont Asylums” by the late Dr. 
Draper, of Brattleboro, Vt. These books will enable all mem- 
bers who have access to them or to the files of THE JouRNAL OF 
INSANITY or the Transactions of the Medico-Psychological As- 
sociation to acquaint themselves with what has already been 
written and published. 

It cannot be too strongly emphasized that, if in old times 
bricks could not be made without straw, it is equally true at the 
present time that history cannot be written without the fullest 
access to original documents. Every sort of a document is essen- 
tial to a writer of modern history, and no collection of material 
can be considered trivial which bears in any way upon the truth 
or casts a fuller light upon history. It is desirable that every 
member should write the story of his own institution, and as far 
as possible the history of the general movement in behalf of the 
insane in the State should be entrusted to some citizen of that 
State who is familiar with the facts. Wherever it is not practi- 
cable for any reason for a superintendent of an institution, or 
for persons who are most familiar with the facts, to gather them 
into connected history, the committee will undertake the work 
of compiling it, and later will submit it to the proper persons 
for revision, correction and criticism. It is, however, important 
that every person should feel a sense of personal responsibility, 
and that the work should be done immediately and not relegated 
to an uncertain future. Already much valuable material has been 
lost, especially in the Southern States, by reason of a failure to 
gather such documents when access to them was possible. In 
several States, in fact, the ravages of the late war destroyed many 
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important records of State institutions, and some of them are 
irreparably lost. The industry of other members of the com- 
mittee is worthy of special mention: Dr. Burgess, of Montreal, 
has gathered considerable material to amplify and complete his 
paper already referred to. Dr. Pilgrim, of Poughkeepsie, has 
begun to collect the records of hospitals and asylums in New 
York, Pennsylvania and New Jersey. Dr. Dewey, of Milwaukee, 
notwithstanding his absence in Europe, has done valuable pre- 
paratory work, and is now planning to secure aid from his asso- 
ciates in the Middle West. 

The question of the mode of publication becomes an important 
one. My personal impression is that it is desirable to write this 
history fully, with much detail. Even if the work grows to two, 
three or four large volumes, it should be undertaken. It also 
should be adequately illustrated, and printed in good form so 
that it may be a lasting record of the movement and those who 
promoted it. I would suggest that a sum not to exceed $250 per 
year be allowed for clerkship, postage and similar necessary ex- 
penses in order to prepare the manuscript of the first volume. 
The committee thus far has worked without funds, except such 
as has been supplied by its members individually ; if need be it 
can continue to do so. If, however, authority is given to employ 
a stenographer occasionally, or to secure clerical assistance for 
copying and the like, it will expedite the work much. All mem- 
bers of the committee are busy men and cannot profitably spend 
many hours a week in routine clerical work. 

I have taken the liberty to embody the substance of this paper 
in a resolution which I now offer to ascertain the will of the As- 
sociation in the matter of the publication of the book. I shall be 
very glad to have it modified, revised, or in any way changed 
so as to bring out more completely the wishes of the Association 
in this matter. I am not wedded to any theory of publication, or 
any form of work. I am anxious that the work go on with as 
much rapidity as possible. It is equally important, however, that 
the work be done thoroughly, so that in future all may know wk 
in the past contributed to the success of an important philan- 
thropic achievement. 


DIPLOCOCCUS IN ACUTE DELIRIUM. 


By R. E. WELLS, M. D., 
Assistant Physician, Northern Michigan Asylum. 


The cause of acute delirium, or as it is sometimes called, de- 
lirium grave, or Bell’s mania, is still a disputed point. Different 
observers at different times have attributed various agents as the 
causal factor in this disease and many have described micro-or- 
ganisms which they have isolated from cases of acute delirium. 
Bianchi and Piccinino have described a bacillus which they found 
in the blood and in cultures of cases of acute delirium, which has 
been confirmed by some and denied by others. Bianchi states that 
those who have repeated the investigations (Rasori, Ceni, Pottes, 
Cabitto, Alessi, Cappelletti, Kalzowski) have found either the same 
bacillus or something analogous, or other micro-organisms, such 
as the staphylococcus aureus, diplococci, streptococci, etc. He also 
states that he does not exclude the possibility of the existence of 
both a bacillary and coccal form of acute delirium. (Text-book of 
Psychiatry by Leonardo Bianchi.) Some authors do not recognize 
acute delirium as a disease entity, but still others of high repute 
claim that there is such a distinct disease and consequently de- 
scribe it as such. The general symptoms and course of acute 
delirium make one think of a bacterial origin. Most cases run a 
more or less definite course, accompanied by fever, rapid pulse, a 
leucocytosis and a fatal termination from 10 to 20 days after 
onset. Recently I have been able to study such a case, particularly 
in regard to the bacteriological findings. 

The history of the case is as follows: 

J. M Age 1g. Single. Nativity, Michigan. Farmer. Common school 
education. Nativity of father and mother, America. Age of father at 
patient’s birth, 42; mother, 27; parents not related. Mother was insane for 
one year in 1895. One brother and paternal uncle at present in an asylum. 
General intelligence as a child normal. Physical development rapid. No 
convulsions. In adult life physical endurance was good. No serious ill- 


nesses. Not addicated to drugs, tobacco or alcohol. The mental symptoms 
were first noted on January 19, 1910. On this date patient became very 
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active and hallucinated, gradually growing more maniacal and confused. 
He was admitted to the Northern Michigan Asylum, January 28. At this 
time he was in a confused and excited state and was greatly exhausted, 
He was at once placed in bed and was excited and restless throughout the 
night. Threw himself about to such an extent that it was necessary to 
hold him in bed. He was constantly moving and his expression denoted 
delirium. He had the appearance of being actively hallucinated. The fol- 
lowing morning his temperature was 100.2, pulse 108, respiration 24. 
The patient was very restless almost continuously, sleeping but little and 
temperature ranged from 97 to 100.6, pulse 100 to 132, respiration from 24 
to 44. The patient was given the usual treatment of ice cap to head, 
stimulants, quieting medicine, etc., but grew gradually weaker. Toward 
the last he lay in a comatose condition, at intervals showing restlessness 
and agitation. He died February 2, five days after admission, having 
been sick about two weeks. 

A short time after death a specimen of spinal fluid was taken and 
culture tubes inoculated and plates poured. Autopsy was held the follow- 
ing day. 

PROTOCOL. 


Surface Description—Body of a white male with post-mortem rigidity 
and lividity present. Bony frame large. Muscular system fairly well de- 
veloped and symmetrical. Nutrition moderate. Head symmetrical. Eyes 
directed forward. Pupils 214 millimeters in diameter, circular and equal. 
Face is somewhat asymmetrical. Nose is turned to the right. Teeth are 
irregular and the upper teeth extend over the lower a considerable dis- 
tance. Ears are poorly formed. The helix and anti-helix of each ear are 
poorly constructed and irregular. The lobes of the ears are absent. Thy- 
roid gland is a trifle enlarged. Over the chest, as well as the back, little 
yellowish-brown spots are seen, very likely due to acne. Chest and ex- 
tremities are well formed. The abdomen is scaphoid. Inguinal glands are 
not palpable. No scars on the genitals. A few superficial bruises over 
the shins. 

Head Section—The scalp is of moderate thickness. Easily removed 
from the skull. The inner surface of the scalp where it covers the frontal 
bone is hemorrhagic in spots. The outer surface of the skull is normal 
in appearance. The cap is of normal thickness and the various tables are 
well preserved as well as the diploe. The inner surface of the skull cap 
is indented and each indentation appears to correspond to a convolution 
of the brain. The dura is tightly bound down to the skull, making it 
necessary to remove brain and cap intact. The dura is diffusely thickened 
and a few areas can be seen, when the dura is held up to the light, which 
are opaque and hemorrhagic. The brain is about normal in size, moder- 
ately firm, hemispheres equal, convolutions and sulci normal in shape. The 
arachnoid and pia are inflamed and congested, especially over the frontal 
lobes and base. The lobes of the cerebellum were attached to the dura 
rather firmly, making it necessary to tear the brain tissue on removal. 
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Brain weighed 1480 grams. Vessels at the base of the brain are negative. 
Spinal cord was removed with ease and no macroscopic changes noted. 
Trunk Section.—On vertical section of the trunk subcutaneous fat slight 
amount. Muscles of good color. On opening the thoracic cavity lungs are 
found to be filled with air. Pleural cavities free from adhesions and 


fluid. 


Left lung: Pleural surface smooth. Pinkish red color. Crepitates 
throughout. Cut surface is mottled red and pink, extremely congested and 
some hemorrhagic areas are seen. This mottled hemorrhagic condition is 
more evident in the lower lobe than the upper. Bronchial lymph glands 
are not enlarged. Mucous membrane lining the bronchi is negative. 
Weight 550 grams. 

Right lung: Same in general appearance as left. Crepitates through- 
out. Lower lobe is mottled dark red and pink. Cut surface is mottled 


| dark red and pink in color. Bronchial lymph glands and mucosa are 


negative. Weight 650 grams. 

Heart: Pericardium contains no fluid. Visceral pericardium is smooth 
and normal in appearance. Right side of the heart contains some liquid 
blood. Endocardium negative. Tricuspid valves negative. Mitral valves 
normal. Aortic leaflets normal. Heart weight 420 grams. 

On opening the abdominal cavity the organs are found in their proper 
position. The appendix is normal in size and free from inflammation. 
The mesentery of the appendix is bound down to the pelvic brim. It 
does not appear to be caused by inflammation but just an unusual con- 
dition of nature. 

Spleen: Slightly larger than normal. Soft. The splenic pulp is brown- 
ish red, somewhat opaque. Trabecule are easily made out. Spleen weighs 
225 grams. 

Left kidney: Normal in size and appearance. Capsule strips with ease, 
leaving a smooth normal cortex. On section the medulla and cortex are 
negative. Left suprarenal gland is very small and thin, apparently inactive. 
Left kidney weighs 225 grams. 

Right kidney: Same as left in every respect. Right suprarenal five 
times the size of the left, apparently hypertrophied. Right kidney weighs 
205 grams. 

Liver: Normal in appearance. Dark brownish red in color. Capsule 
normal in appearance. Cut surface of the liver is reddish brown in color. 
Various lobules stand out prominently. Somewhat congested. Gall 
bladder is partly distended with bile. The wall of the gall bladder is 
thickened. No gall stones. Liver weighs 1418 grams. 

Pancreas: Normal in size and appearance. Somewhat congested, other- 
wise negative. Pancreas weighs 180 grams. 

Bladder: Negative. 

On the sixth day after inoculation of bouillon tubes and gelatin plates 
colonies appeared on the plates which were quite characteristic. The 
colony consisted of a small white pin-head growth about which was a 
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small gas bubble, the colony being beneath the surface of the gelatin, 
Subcultures were made and on staining the colonies were found to be 
composed of diplococci. 

The following are the characteristics of the organism: 

Stains with ordinary anilin dyes. 

Gram’s stain positive. 

Decolorized by Ziehl Neelson method. 

Motile. 

No flagella. 

No capsule. 

Does not liquify gelatin. 

Grows slowly on all media. 

Growth on gelatin stab only in upper part. 

Growth on blood serum opaque white, later becomes light brown. 

Growth in bouillon, slight clouding and settles to bottom in white flakes, 

Growth on gelatin plates beneath the surface. 

Grows under anzrobic conditions. 

Turns litmus milk pink and coagulates, after 2 weeks. 

With ordinary stains organism has the appearance of large cocci, gen- 
erally arranged in pairs, but staining by Welch’s capsule stain shows that 
each large coccus is divided into two smaller cocci. A portion of a 
bouillon culture was inoculated intraperitoneally into a guinea-pig. The 
pig died on the seventh day, showing partial paralysis of the hind legs. 
Microscopic examination showed many colonies of the organism in the 
liver, lungs, spleen, kidneys, heart muscle, etc. There was no abscess 
formation and no round-celled infiltration. 

The diplococcus was also isolated from the heart’s blood of the patient 
at autopsy. 

On examining the brain of patient microscopically, a blood vessel was 
found which contained four of the large characteristic cocci. 


Not having any other cases of acute delirium it has been im- 
possible to test the agglutination reactions of this organism, but 
further study will be made along this line, when such an oppor- 
tunity occurs. The fact that this organism was found in the 
spinal fluid and heart’s blood of the patient and that it was seen 
in a microscopical section of the brain, point strongly in favor of 
its being the causative factor in this case at least. Possibly, as 
Bianchi states, different micro-organisms are able to produce this 
disease. 

The organism differs in its cultural characteristics from any 
pathogenic organism which I have been able to find described. 

I wish to thank the superintendent and the members of the staff 
for encouragement and assistance in many ways. 
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A PLAN FOR INDEXING CASES IN HOSPITALS FOR 
THE INSANE. 


By WILLIAM A. WHITE, M. D., 
AND 
FRANCIS M. BARNES, JR., M. D. 


The keeping of the records of the symptomatology, treatment 
and course of a disease process dates far back to the time of Hip- 
pocrates, and it was Sydenham who advised the writing down in 
permanent form the records of our observations so that they 
might become of value to others in their task of alleviating the 
sufferings of the unfortunate sick. This applies both to the 
private practitioner and to the hospital, but it is especially with 
the latter that this paper has to deal. That such observations are 
being recorded will be strikingly evident to one who enters the 
splendidly equipped record rooms of some of our modern hos- 
pitals. The comparatively recent advent of modern filing devices 
has made the physical conditions almost ideal and the old, cumber- 
some case books are rapidly disappearing from the shelves. 

In a large hospital where hundreds of patients are received 
annually and where thousands are continuously cared for, the 
keeping of suitable records is a matter of most definite impor- 
tance. This is not only true of the general hospitals, but particu- 
larly of institutions intended primarily for the care and treatment 
of individuals suffering from mental disorders for the reason that 
the state of development of the psychiatric branch of medicine is 
yet in its infancy and anything which will tend to promote in any 
degree the progress of our knowledge of mental disorders is to 
be welcomed and encouraged. And in this regard, given the hos- 
pital and the patient, probably nothing will be of more value and 
importance in furthering our studies than sufficiently complete 
records of the cases observed. 

Perhaps next to the importance of making the records is their 
preservation, not only in suitable, but accessible form. Most ex- 
cellent records may be made but their existence serves but a tran- 
sient and temporary use if they are not so stored that they are 


gen- 
that 
of a 
The 
legs. 
1 the 
SCESS 
tient 
was 
im- 
but 
\ 
the 
een 
of 
as 
his 
any 
aft 
¥ 


598 INDEXING CASES IN HOSPITALS FOR THE INSANE __ [Jan. 


readily accessible. There is no doubt but that a great wealth of 
valuable clinical observations is being lost constantly because it is 
so thoroughly hidden among thousands of records that it cannot 
be found when wanted without expending an almost prohibitive 
amount of labor in the search. 

Suppose, for instance, one wishes to look through the records of 
the hospital for a certain group of cases, let us imagine for the 
moment that these are desired for statistical purposes. How are 
all of these case histories to be obtained with the least expenditure 
of effort and time? Supposing one wishes to investigate the com- 
parative frequency of vascular degenerative processes in the 
deteriorating psychoses of adolescence and in manic-depressive 
psychosis from both the clinical and pathologic standpoint. It 
becomes necessary to have some relatively simple and expeditious 
means for making these case histories accessible. If one is 
obliged to look through the histories of several thousand cases to 
obtain those desired, this amount of clerical labor in itself would 
often offer sufficient reason for abandoning the project. In other 
words, a vast amount of material is never worked up simply be- 
cause of the physical difficulties which arise, largely owing to the 
fact that the mere abundance of material, which in itself is of 
value from the statistical standpoint, renders it inaccessible. On 
this account it is evident that if there was some simple means at 
hand by which the material could be gathered together greater 
use could be made of otherwise wasted observations. The follow- 
ing plan, now in use in this hospital, seems to offer a fair solution 
to the question and it is with this view in mind that it is here 
presented with the hope that it may prove of service to others who 
have similar problems with which to deal. 

Although spoken of as a case catalogue there are in reality three 
separate catalogues cross indexed with each other. These are 
arranged according to the diagnosis. First, there is the catalogue 
for the mental diagnoses as made clinically ; second, the clinically 
diagnosticated physical condition; and third, the pathologic find- 
ings. For simplicity these are designated by the numbers I, II 
and III, and there are three sets of unruled cards, each card of 
each set bearing its respective number in the upper left-hand 
corner. Nothing else is printed on the cards. A three- by five- 
inch card affords ample space for all data required. To illustrate 
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this let us take a case of dementia precox of the hebephrenic type 
in which cardio-vascular lesions had appeared to influence the 
mental symptoms, and in which the autopsy showed the presence 
of a cerebral tumor. The card for the mental diagnosis in this 
case would read as follows: 


1. Dementia precox, hebephrenia. 
Brown, John W. (Col.) De. 18741. Cl. Vol. 206. 
II. Cardio-vascular disease. 
III. Tumor, cerebral, cardio-vascular disease. 


This is card I bearing at the top the mental diagnosis. Below 
this comes the patient’s name. The abbreviation Col. indicates 
colored and the Dc. following this indicates that the patient is 
dead. Likewise Ds. would indicate discharged. Then comes the 
case number followed by the clinical volume in which this case 
history and complete records will be found filed. These points, 
of course, have a value only for this hospital where this method of 
filing is employed and might not fit other conditions without some 
slight modification. Card II, with the clinically diagnosticated 
physical condition, will be similarly arranged, the data will be en- 
tirely the same only there will be a transposition of the clinical 
diagnosis, cardio-vascular disease, and the mental diagnosis, hebe- 
phrenia. 


Cardio-vascular disease. 
Brown, John W. (Col.) Dc. 18741. Cl. Vol. 206. 
I. Dementia precox, hebephrenia. 
III. Tumor, cerebral, cardio-vascular disease. 
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Card III will likewise be similar to Card I with the transposi- 
tion of the pathologic diagnosis and the mental diagnosis. 


Tumor, cerebral. 
Brown, John W. (Col.) Dc. 18741. Cl. Vol. 206. 
I. Dementia precox, hebephrenia. 
II. Cardio-vascular disease. 


A second Card III will be needed for the diagnosis cardio-vascular 
disease. 

Now with these three cards filed in separate correspondingly 
labeled compartments under their proper headings it becomes a 
simple task to gain access to all cases of dementia precox of the 
hebephrenic type, the pathologic findings that may have been 
associated with this mental disease, etc. In cases where there is 
no autopsy or where there has been no clinical diagnosis the 
corresponding cards are not used. Of course, the cataloguing is 
not always so simple a proposition. For instance, take a case of 
arteriosclerotic dementia in which there has been a physical diag- 
nosis of cardio-vascular disease made, and in which, at autopsy, 
cerebral arteriosclerosis was discovered. Under these conditions 
the index would be simple enough. However, we may imagine 
that there was no autopsy performed and we may be left in doubt 
as to whether it is a simple senile dementia or an arteriosclerotie. 
In such an instance two I cards must be made out, in other words, 
we catalogue this case as to the mental condition under two head- 
ings, cross index it. And again, in this case there may have been 
a cerebral hemorrhage recognized clinically and then there must 
be two II cards, a second one for the cerebral hemorrhage. Still, 
again, this possible hemorrhage might not have been immediately 
fatal and it might become necessary to make a third II card for 
the hemiplegia which might have remained. 

There is, it is recognized, a wide limit to the number of diag- 
noses that might be made in a given case, but a too detailed cata- 
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loguing and cross indexing would in itself defeat the prime 
object of the scheme—simplicity and consequently, increased 
accessibility. On this account it is often preferable to use a group 
diagnosis, such as cardio-vascular disease, instead of detailing the 
separate lesions such as aortic obstruction, arterial degeneration, 
etc. For the same reason a case of general paralysis with autopsy 
will be entered on all three cards alike under the one heading, 
paresis. The various focal neurologic signs and the different 
lesions found at autopsy are known to be part and parcel of this 
one disease entity and are, therefore, disregarded in the index, 
although they may be found in the case record. The principle is 
that the term used in each tnstance, while being as specific as is 
consistent with the facts, shall be broad enough to surely include 
the condition. A condition of depression, for example, might be 
impossible of certain diagnosis. If it is catalogued as an undif- 
ferentiated depression it will be accessible for one who is studying 
involutional melancholia, manic-depressive psychosis and constitu- 
tional or psychopathic depression. Had it been classed as a symp- 
tomatic depression it would not have been included in the cases 
studied for any of the other conditions. The diagnosis, then, 
while being as specific as consistent with the facts must be broad 
enough to surely include the condition. 

On appropriate guide cards used according to modern filing 
methods more specific cross indexing will be employed to facilitate 
the use of the catalogue by different individuals. These cards will 
bear more detailed information and will direct the user of the cata- 
logue to the main group heading under which the condition for 
which he is searching will be found. For example, one looking for 
renal or cardiac diseases will be directed by these guide cards to 
look for these lesions in the group, cardio-renal disease, etc. Vice 
versa, as in the case of dementia precox which was above used as 
an illustration, under dementia precox will be found a “ see also” 
card referring to hebephrenia, catatonia, etc. In other words, it 
is intended that anyone not experienced with the catalogue will 
be able to find quickly the cases for which he may be looking. It 
has also been deemed advisable to use the group diagnosis, the 
more comprehensive term, where possible, not only in order to 
prevent confusion due to excessive size of the catalogue, but for 
the reason that psychiatric nomenclature at the present day cannot 
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be considered to be in a stable state and certain terms now used to 
designate particular mental conditions may be obsolete a few years 
hence. Such changes, should they occur, might be expected to 
effect the forms or phases which go to make up the groups, 
Therefore such terms are avoided as far as is consistent with 
sufficient clearness. 

Another feature wherein the catalogue may seem to fall short 
on casual examination is that many of the conditions recognized 
clinically and at the autopsy table are not included. However, the 
index is used primarily from the psychiatric standpoint, so on this 
account only such conditions as are considered to bear on the men- 
tal disease are taken into consideration. For instance, it is of 
no immediate psychiatric importance that a senile dement happens 
to fall and sustain a fracture of the neck of the femur which ulti- 
mately hastens his death nor, likewise, is it of value to know that 
a much deteriorated hebephrenic dies of pneumonia. Therefore 
these physical accidents are not catalogued. On the other hand 
in the case of delirium associated with typhoid fever the latter 
becomes of importance as also does the renal condition in a case 
of uremia with manifestations of mental disturbance. 

In many cases it is often difficult, even impossible, to make a 
clear diagnosis of the mental state. This has previously been 
mentioned. In many such instances we have resort to the heading, 
unclassified or undiagnosticated. In many of these cases where 
it has been impossible to arrive at a satisfactory diagnosis we have 
recourse to the undifferentiated symptomatologic diagnosis, a de- 
pression or an excitement, unclassified. However, it is often true 
that these cases are so diagnosticated because circumstances have 
prevented a thorough study of the case and so there is not so 
much loss, because in looking up a group of cases for study one 
would not be interested in those in which full and carefully com- 
pleted observations had not been made. 

Although it is possible that this method of cataloguing cases 
might be made of value as a means of keeping track of cases 
while still resident in the hospital, the amount of work which it 
would require to keep in touch with the changing diagnoses would 
make it almost impractical. It seems that any value derived from 
such a procedure would not only be slight, but also the informa- 
tion gained would be subject to repeated changes from time to 
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time. As intended to be used and as employed in this hospital, 
no case is entered until the individual’s hospital career has been 
terminated, either by death or discharge. The diagnoses, as en- 
tered on the cards, are obtained as follows: When a patient is 
ready for discharge the history is presented in full at the staff 
conference, the records summarized and reviewed, the patient is 
presented and then diagnoses are made. Deaths, when autopsies 
have been held, are not presented until the report of the pathol- 
ogist is submitted together with the other records in the case. In 
this way only final opinions, based on all of the evidence obtain- 
able, eventually reach the catalogue where they are entered under 
the supervision of a member of the medical staff. In this way is 
obtained as valuable a permanent form as is possible. 

It is not expected that this scheme is going to serve to pick out 
just exactly the variety of cases that may be desired in every in- 
stance, some work will still remain for the individual. Neverthe- 
less, it will make it possible to obtain very easily and quickly all 
cases in the record room which have any relationship to the group 
sought after and then it becomes a comparatively simple matter to 
discard rapidly such cases as do not seem to be desired for the 


particular study. 
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Wotes and Comment. 


DEATH OF WILLIAM Pryor LETCHWoRTH,—William P. Letch- 
worth former president of the State Board of Charities of New 
York, died at his country home, known as Glen Iris, near Portage, 
N. Y., on December I, 1910, after several years of invalidism by 
reason of his advanced age. He was born at Brownville, Jeffer- 
son County, this State, May 26, 1823, and was consequently in 
his 88th year at the time of his death. He first went to New 
York, but in 1848 he removed to Buffalo, and niece F. and 
Pascal P. Pratt established the well-known firm of Pratt & Letch- 
worth, iron manufacturers. Mr. Letchworth was then only 25 
years of age, and for the next 20 years he gave his active attention 
to the business as managing partner, and by his industry and in- 
telligent management helped in no small degree to build up the 
concern to a high degree of prosperity. 

In 1869 he felt that he might retire from the engrossing cares 
of business and devote his time to those works of usefulness which 
have made his name so well and favorably known all through the 
State. 

In 1873 the Board of State Commissioners of Public Charities, 
organized under the laws of 1867, was changed by statute and be- 
came the State Board of Charities, and in April of that year Mr. 
Letchworth was appointed by Governor Dix commissioner of the 
8th judicial district to fill the vacancy caused by the death of Dr. 
Samuel Eastman. In these new and unexpected duties his sym- 
pathies were at once aroused by the pitiable condition of homeless 
and destitute children of whom a considerable percentage were 
at that time in the county and city almshouses throughout the 
State, exposed to the most degrading associations, and he was 
resolved that he would not rest until those unfortunates were 
removed from the vicious influences of that poisoned moral 
atmosphere. 

During 1873 he effected much in reforming this abuse, and in 
the annual report of the board to the legislature in March, 1874, 
he prepared that suggestive portion relating to child-saving work 
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in which he directed attention to the great abuse of rearing chil- 
dren in poorhouses. In January, 1875, he made an important 
report on the subject, the details of which covéred every poor- 
house and almshouse in the State, except the almshouse for New 
York County, which was reserved for future consideration. 

In this report Mr. Letchworth recommended that all children 
between the ages of two and 16 years be removed from these in- 
stitutions and placed in asylums or families suited to their care 
and education, and that their admission to pauper establishments 
be forbidden in the future. The recommendation was adopted, 
and an important act was passed during the session, which has 
come to be known as the Children’s Law. 

In 1876 Mr. Letchworth submitted an exhaustive report on the 
condition of homeless children in the various reformatory institu- 
tions of the State. These were 136 in number, and provided for 
about 18,000 children, and with two exceptions Mr. Letchworth 
visited every institution. He presented authoritative information 
regarding each that proved of the highest value in informing 
and instructing public opinion as to the best methods of conduct- 
ing this important branch of charitable work. From year to year 
his labors were continued, and his painstaking investigations and 
matured opinions proved of such worth that his published reports 
and addresses have become acknowledged authorities in the wide 
domain covering the relations of the State to the dependent classes. 

In 1874 he was elected vice-president of the State Board of 
Charities, and upon the death of J. V. L. Pruyn in 1878 he was 
unanimously elected president. From the beginning of his public 
service he devoted his entire time to the work without compen- 
sation. 

About this time Mr. Letchworth’s attention was turned to the 
care of the insane, and he deemed it of importance to learn from 
personal observation the methods adopted elsewhere. Accord- 
ingly, in 1881, he spent several months in Great Britain and on 
the Continent, giving his entire time to the inspection of European 
institutions, and seeking information that might aid him in his 
duties. 

Upon his return to the United States his work upon “ The 
Care of the Insane in Foreign Countries” was published and 
found immediate recognition by alienists in this country as a 
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valuable treatise for their information and guidance. Its clear 
judgmeuts and practical suggestions accomplished much good in 
our State hospitals and private asylums. 

After holding the position of president of the State Board of 
Charities for a decade Mr. Letchworth voluntarily retired, feeling 
entitled to release from duties and responsibilities so long sus- 
tained. He continued, however, to be a member of the board, as 
commissioner for the 8th judicial district, until 1896. 

It was largely through his efforts that the State established 
Sonyea, near Mt. Morris, the Craig Colony for the care and treat- 
ment of epileptics. 

Mr. Letchworth gave up his Buffalo residence many years ago, 
but he always took an active interest in the affairs of that city. 
For three years he was president of the Buffalo Fine Arts 
Academy, and contributed much to its success. He served also 
as president of the Buffalo Historical Society, and was active 
upon many local boards. He was president of the National 
Conference of Charities in 1883, and received the degree of Doctor 
of Laws from the University of New York, February 9, 1883, 
“for distinguished service to the State.” 

His country home at Glen Iris, near Portage, at the Falls of 
the Genesee, has been a busy center for charitable work, extend- 
ing far beyond the border of the State, wherever the needs of his 
fellow-men have sought recognition and help. 

In December, 1906, Mr. Letchworth gave to the State of New 
York 1000 acres of park, including within its boundary the upper, 
middle and lower falls of the upper Genesee River, which was 
accepted by the State in January, 1907, on the condition that it 
should be forever maintained as a public park. Mr. Letchworth 
retained the privilege of living upon the estate until his death. It 
now reverts to the State and becomes State property. 

He devoted the greater part of his life to philanthrophic public 
service, and to the betterment of his fellow-men, and he will long 
be remembered for his work upon the State Board of Charities. 
Mr. Letchworth was never married. 


CasuALTIES, FATAL INJURIES AND SUICIDES IN HOSPITALS FOR 
THE INSANE.—The great increase in the size of institutions for 
the insane and an increasing complexity of their organization 
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have developed new conditions which need to be met by new regu- 
lations. Twenty-five vears ago in smaller hospitals it was possible 
as a rule for the chief medical officer to familiarize himself with 
every important event which occurred in the hospital under his 
charge, and to know intimately every detail of nursing work. 
The present organization of the hospital with its division into 
many distinct departments co-ordinated by the superintendent 
compels him to be primarily a business man and an executive 
officer and gives him little time for routine medical werk and 
less leisure for the personal instruction and training of nurses. 
The same is true of the opportunities afforded to him to investi- 
gate the conditions attending casualties or injuries to patients 
which may occur in the ordinary routine of the hospital care of 
excited, homicidal, suicidal or otherwise irresponsible patients, 
The personal touch of the superintendent has become increasingly 
difficult in an overgrown and crowded hospital, especially in the 
investigation of those accidents and injuries which we know to 
be often unavoidable. For the protection of the medical officers 
and nurses and of all persons engaged in the personal care of 
patients it is consequently most important that a careful detailed 
and painstaking record be made of all untoward happenings in 
the hospital wards, such as injuries, accidents, homicides or 
suicides to be submitted to the Board of Trustees promptly. In 
addition to this to some public official not connected with the hos- 
pital, full authority should be given to summon witnesses, to ad- 
minister oaths and to direct the investigation of all such accidents. 
In some States medical examiners have this power and in others 
the duty falls upon the coroner—possibly it may not rightly be- 
long to either. It is desirable, however, in any event that some 
State official should have full authority to investigate all occur- 
rences of this nature and sufficient discretion and legal ability to do 
it wisely and well. The chief officer of the hospital should be re- 
quired by law to notify this officer and it should be his duty to 
investigate fully and impartially to the end that the degree of 
innocence or blame of those who have the care of the patient may 
be fully determined. It need not be a public investigation and 
generally should not be. If any of the injuries which patients 
sustain prove to be the result of misconduct on the part of the nurse 
in charge the case should come to the courts and a proper penalty 
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should be inflicted. It is possible that in some of the smaller and 

more thickly populated States an investigation of this character 

could be made by the Lunacy Board where one exists. In others 

where the State is large and communication is not as easy the duty 

might be assigned to some special official Experience has shown 
that no injuries inflicted upon insane patients should pass un- 
noticed, nor should it be possible for any responsible official to 
refrain from reporting all injuries promptly to an authorized 
public investigation. In no other manner can the innocence of 
the nurse in attendance be shown if there is no ground for blame 
and confidence in the institution can thus be re-established where 
accidents have taken place. The motive for concealment has 
generally been a laudable desire not to distress the feelings of the 
friends of patients by an undesirable publicity. It it however 
more important that innocence of wrong be established or wrong- 
doing punished as speedily as possible. If an impression becomes 
current among nurses that wrong-doing may be condoned for any 
cause the danger of a repetition of an act of violence is im- 
measurably increased. A prompt investigation with an acquittal 
of wrong-doing or a conviction with an equally prompt punish- 
ment should be the invariable rule. 


THE CARE OF THE INSANE IN CuINA.—In an article entitled 
“The Need of More Hospitals for Insane in China,” published in 
The China Medical Journal of September, 1910, by Dr. C. C. 
Selden, a brief and interesting sketch of the care of the insane 
in the Orient is given. The work is modern, but appears to have 
been developed on sensible lines and satisfactory results have 
already been obtained. 

The late Dr. J. G. Kerr, a medical missionary who had won 
the respect and affection of the Chinese by his faithful service, 
late in life determined to make some medical provision for the 
treatment of the insane. In 1892 Dr. Kerr obtained a small con- 
cession of six acres near the city of Canton, upon which, with the 
assistance of friends, he was able to place two buildings. In 1898 
these buildings were occupied, and the first patient was a woman 
who had been found sitting on the floor of a little hut with a 
dejected expression of countenance and a chain about her neck. 
It may be taken as an indication of the promise of this enterprise 
that this first patient recovered her health. 
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Dr. Kerr wished to have a place to which insane patients 
might be brought by their families or friends and cared for 
under better conditions than they could have in their own homes, 
where they were generally unwisely and often unkindly treated, 
sometimes even put to death either by neglect or by violence. 
The undertaking, however, attracted public attention, and in 1904 
an insane man was brought to the hospital by a policeman ask- 
ing admission at the expense of the police department, and since 
then an extension of this public service has been made, and 
patients have been admitted from various and distant places. 
The hospital is now overcrowded, and an appeal is made for the 
construction of more institutions throughout the country. 

Since the opening, 1458 patients have been admitted, and the 
present capacity is about two hundred patients. 

It is remarkable that of the discharges forty per cent of the 
admissions recovered their health and over six per cent are im- 
proved. The mortality rate is high, being twenty-one per cent. 
The large number of recoveries and the large number of deaths 
afford quite a distinction from the results usually obtained in 
other countries. A simple explanation is given that many curable 
cases are admitted and many are also taken to the hospital in a 
state of exhaustion from physical disease and dementia. 

Two physicians carry on the work, which is largely adminis- 
trative, the staff of employees consisting of twenty-five persons. 

Dr. Selden rejoices in the confidence shown by the friends 
of patients and the community in general, and in his suggestion 
for the further organization of hospitals for the insane insists 
that the resident physician should have special training in such 
institutions. He believes that a physician undertaking this 
special work should give at least a number of months to the prac- 
tical study of the temperament of the insane, and the methods of 
handling, prevailing in recognized institutions. His compli- 
mentary reference to the Manhattan State Hospital, where he 
investigated the methods of care, should be quite gratifying to 
American alienists and to the staff of that institution. 

He closes his discussion with the trite remark that “an in- 
stitution for the insane is to be not only a home, but a hospital,” 
and upon this high standard the excellence and continued success 
of his work may be easily predicated. 
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Book Reviews. 


An Outline of Individual-Study. By G. E. Parrripce. (New York: Stur- 
gis & Walton Co., 1910.) 

In the preface the author says that the manual of methods for the study 
of the individual is intended to serve a practical and introductory rather 
than a scientific purpose. It is not intended for students interested in re- 
search but is for those who wish a first guide in the study of individuals. 

The book is divided into three parts treating of the history and theory 
of individual-study, upon the practical study and the application, and the 
results of such study. 

In Part I an attempt is made to define the nature of individuality but 
no definite results are reached. A review of the problems and of the work 
done by various investigators is mentioned briefly. Part II is concerned 
entirely with methods of examination of the child, by means of measure- 
ment, observation and experiments, in such a way that both the physical 
and mental status may be noted. Part III is a very brief description of a 
pair of twins which the author observed for several months. 

The book is supposedly intended for teachers who can spend only a 
little time on the work and who do not want to go deeply into the study. 
But the scheme of examination is so long that no one except one devoting 
all his time could hope to examine more than a few children a month and 
as the important features are not emphasized a beginner would have diffi- 
culty in knowing what to omit. Schemata for examination are important 
guides for beginners but the less important parts should be pointed out in 
order that the time should be profitably spent. 

In Part III two twins are compared and the points of differences noted. 
In the final chapter the Pedagogical aspects of individuality are considered, 
and the importance to the child that the teacher recognize the differences 
in her pupils is pointed out. This last is the great object in the study. 
Many children in the large public school systems are pushed from one 
grade to another and really learn little before they reach the age when 
they can drop school. If the individual was more considered these students 
would advance much more slowly but in the end would be of more worth 
than they now are. 

As a brief introduction the book will probably serve its purpose but even 
for this there are some defects. The references, for instance, are vague 
and brief. For one who knows the literature they are superfluous; to one 
who is working at the subject for the first time they are useless. Refer- 
ences should be exact, distinct and clear or should be omitted. 


The book is well bound and printed; typographical errors are extremely 
few. 
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Sammlung Kleiner Schriften zur Neurosenlehre (A Collection of Short 
Papers on the Study uf Neurosis). By Pror. Sicmunp Frevop, 
Second Series. Leipzig und Wien, Verlag Franz Deuticke, 19009. 


This book consists of a cullection of interesting papers on Neurosis. 
To enumerate them: Fragmentary Analysis of a Case of Hysteria; The 
Establishment of Facts and Psycho-Analysis; Impulsive Acts and Religious 
Experience ; Character and Analeroticism; Hysterical Phantasies and Their 
Relation to Bisexuality; General Considerations of a Hysterical Attack; 
Apropos of Sexual] Instruction to Children; Apropos of infantile Sexual 
Theories; Sexual Morality in Our Civilization and Modern Nervositat; 
The Poet and Phantasies. 

In this review it is proposed to refer only to the first paper which forms 
the important constituent of the book and in which the central thought 
of Freud’s theories are expressed in a practical application. However, it 
would not be amiss to consider briefly Freud’s fundamental conception of 
Hysteria. According to Freud’ certain premature sexual manifestations 
develop on constitutional basis and they are more or less of a perverse 
nature. At first, these manifestations do not lead to characteristic hys- 
terical symptoms but at the time of puberty (the psychological puberty 
antedates maturity of the body) the phantasy contains infantile sexual 
characteristics of a constellated course. 

On the strength of constitutional predisposition (affective) increased 
phantasies lead to formation of complexes? which are incompatible with 
the rest of consciousness content and hence a repression ensues through 
shame and disgust. It is to be remembered that the repression absorbs 
partially the libido and the rest of the libido is transferred to a beloved 
person thus causing an emotional conflict which is usually responsible for 
the outbreak of this peculiar disease. The symptoms of this disease are 
the result of the struggle of the libido against the repression and do not 
represent abnormal sexual manifestations. 

Now we can proceed with the analysis of the first paper, Fragmentary 
Analysis of a Case of Hysteria, or better known as “ Dora’s Case.” 

Dora comes from a neurotic family; her father luetic and nervous; 
mother highly eccentric; the eldest sister psychoneurotic; brother hypo- 
chondriachal. The patient was 18 years of age when she came under 
Professor Freud’s observation and at that time she presented the picture of 
hysteria (petit mal). She suffered from dyspnoea, and most probably 
from so-called tedium vite. For about a year aphonia was a constant 


*In summing up Freud’s conception of Hysteria, the reviewer consulted 
Dr. C. G. Jung’s excellent article, Die Freudische Hysterie Theory 
Monatschrift f. Psych. und Neurologie, 1908), which rendered him in- 
valuable assistance. 

* A “complex” may be defined a complex of ideas of an affective nature 
which are usually repressed unconsciously but under certain circumstances 
could be brought back to consciousness (Reviewer). 
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symptom. She coughed in a characteristic manner; the number of the 
attacks could not be established but their duration was from three to 
five weeks. Of late, a characteristic change in her disposition was noticed; 
she became seclusive, frequently quarreled with her mother, and once left a 
letter in which she expressed the wish of committing suicide but at no 
time did she make any actual attempt. It was learned that at 8 she had 
nervous dyspnoea which was first noticed after the ascension of a mountain. 
However, in 6 months she was completely cured, and the physician then 
diagnosed the case as “nervousness.” Since the age of 12, she was 
subject to frequent attacks of migraine accompanied by half-sided head- 
aches and nervous cough, but they grew gradually less in frequency till 
they disappeared completely. The case was treated by means of psycho- 
analysis. In about 4 years, the patient made a complete recovery and 
later contracted marriage. 

Psychoanalysis and dream analysis revealed the psychological mechanism 
of the neurosis in a very interesting manner. When she was 8 years of 
age she heard her father breathe heavily during sexual congress with her 
mother and this made a striking impression upon her. At 14, the first 
kiss from her lover and then she experienced the weight of his body on 
her genitals. At 16, she had a love affair with K and maintained an 
unnatural love for her father. She was also in homo-sexual love with 
Mrs. K. because of her father’s relations to the latter. Thus the symptoms 
are explained in the following manner: Disgust expresses suppression of 
the erogenic zone (the patient was a suckling till the age of 5, hence 
perverse erogenic zone). Aphonia resulted during the absence of her 
lover; it implied a symbolic representation—the lover was far away, hence 
she could not speak but was able to express her thoughts in writing—a 
means of conveying communication with absentees. The attacks of 
coughing, aphonia, and tunnis nervosa are explained on the trauma which 
she sustained in early childhood (hearing her father breathe during coitus). 
The fact that she continually reproached her father implied self-reproach 
for her peculiar attitude towards Mrs. K. The interpretations of the 
dreams are difficult and may thus be briefly outlined: In the first, she 
flees from her lover to her father, therefore seeking refuge in the disease 
in which she fulfills the wish which she can not realize in reality; in the 
second, she liberates herself from the influence of her father and comes 
in contact with reality. 

The highly instruciive communications of this volume are of great value 
and importance to the student of psycho-pathology inasmuch as they 
contain Prof. Freud’s views up-to-date. Morris J. KaRPAS. 
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Abstracts and extracts. 


Les hallucinations dans les délirés toxiques. Par Dr. M. Tutry. Bulletin 
de la Société de Médicine Mentale de Belgique, Octobre, rgIo. 


In the toxic deliria, and especially in the different forms of acute and 
subacute alcoholic psychoses, there are hallucinations of an especial char- 
acter. These have been called cineomatographic because of their pro- 
gressive character. 

Are these cineomatographic hallucinations true hallucinations, that is, 
are they perceptions without objects? 

The author recently observed a woman suffering from delirium tremens 
who was able to give accurate replies to his questions, and learned that 
her hallucinations began one night when her bedroom was dimly lighted. 
She was looking at a pillow on a chair near her bed and noticed that it 
had a sort of human form, of small height, quite indistinct at the moment. 
Having examined this more attentively, she recognized that it was a 
sleeping fairy; but almost immediately the patient saw that this fairy, far 
from sleeping, was regarding her fixedly. ‘My eyes became accustomed 
to the obscurity, and my sight became more acute. Finally, the fairy rose 
and I saw her as distinctly as I see you, walk up and down my room 
gesticulating. Then she had others with her. I was afraid and I cried 
out.” Other hallucinatory scenes followed, all having the common 
characteristic of beginning indistinctly and gradually becoming more and 
more distinct. 

It is of interest to note the resemblance of these phenomena to the 
night terrors of children. The course is the same, the children ending by 
seeing devils or robbers in the folds of the curtains, and the cause is 
usually toxic, nearly always an intestinal intoxication, for example, 
constipation. 

These pathologic processes have their origin in a simple illusion, which 
becomes progressively organized and finally is a marked true hallucination. 

In the above case the hallucinations disappeared when a lamp was 
brought into the room, but other hallucinations of the same type were 
formed when the place was again in half obscurity. During the day the 
patient showed nothing more, with the exception, of course, of a marked 
agitation, trembling, etc., than illusions so transitory that she corrected 
them quite easily. 

What causes true hallucinations? It is generally admitted that hallu- 
cinations are the result of excitation of the cells of the association centers, 
which excitation is reflected toward the sensorial cells of the cortex. 


tin 
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This excitation is endogenous or provoked by perceptions of the sense 
organs. In the first case there are typical hallucinations (perception 
without object) which are found especially in neuroses and chronic 
mental affections (dementia, paranoia, degeneracy). In the other case 
the hallucinations are less typical and are found in the curable mental 
troubles, that is in psychoses of intoxication. It might be objected that 
the phenomenon described above is simply a delusional interpretation, but 
the pathologic images are exteriorized very distinctly by the patient. All 
these things agree well with the opinion, almost classic, that acute toxic 
mental affections have as a base a delire onirique. We know, practically, 
that the cineomatographic hallucinations of dreams are determined by 
elementary peripheral stimulus, organized and amplified in the association 
centers and reflected to the sensorial cells where they become hallucinations. 
W. R. D. 


Tabetiques et paralytiques généraux conjugaux et familiaux. Par Dr. 
BEAUSSART. Journal de Neurologie, An. XV, p. 341, Nov. 5, IgIo. 


In the historical résumé which opens this paper, reference is made to 
all of the papers written on this subject, and it is interesting to note that 
attention was first drawn to conjugal paresis, by Dr. Goldsmith, at the 
meeting of the American Medico-Psychological Association, held at Sara- 
toga, in 1885. 

The author records two cases personally observed. The first being a 
man of 46, who contracted syphilis at 27. He was first married from 27 
to 34, his first wife having a miscarriage a year after marriage, and prob- 
ably dying of paralysis. The patient married 3 years after her death and 
his second wife had a child born at 7 months, she being treated with 
mercury at the time. The patient is a paretic and the second wife an early 
case of tabes. 

The second case was a man of 44, who contracted syphilis at 22, and 
married several months after he had infected his wife. The latter had 
5 miscarriages in succession, the sixth child being born alive. He had 
been conceived when the mother first showed visual trouble due to tabes. 
He has strabismus, and unequal pupils which react badly. A second child, 
aged 8, was conceived when the mother’s disease was more marked. The 
husband shows signs of tabes, the wife has advanced tabes. 

As to etiology, syphilis occupies first place, it having been noted in 78 
per cent of reported cases. Attention is drawn to the value of the Wasser- 
mann test in detecting syphilis in paretics, and paresis due to saturnism is 
discussed. 

Heredity is not regarded as an etiologic factor, but of secondary 
importance determining in certain cases that one of the subjects is a 
tabetic and the other a paretic. 

Alcohol, tuberculosis, and trypanosomiasis are also regarded as merely 
predisposing factors. 
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The conclusions are that: 

Conjugal and familial paresis, and conjugal and familial tabes are of 
fairly frequent occurrence and should be carefully studied. 

Syphilis is almost solely the cause. 

Heredity, overwork, alcohol, and trauma act by favoring the development 
of the infection on various parts of the nervous system. 

In cases where saturnism is a cause and in those where the etiology is 
not plain, the Wassermann test is of value in detecting syphilis. 

W. R. D. 


Paralysie générale et tabo-paralysie conjugale dans le departement du 
Nord (1871-1900). Par Mm. Raviart, HANNARD, ET GAYET. L’Echo 
Medical du Nord, An. XIV, p. 601, 11 Décembre, 1910. 


The observations of married couples in the beginning syphilitic, who 
later become paretic or tabetic would seem to be decisive proof of the 
specific origin of these diseases, but unfortunately it has not always been 
proved, at least to the satisfaction of the reporters, that syphilis is the only 
etiologic factor. More recently, however, the tendency has been to regard 
syphilis as the sole cause of these diseases. 

This paper is based on a study of 1820 male married paretics who were 
admitted to the Asile d’Armentiéres in the period extending from January 
1, 1871, to July 1, 1909, and on a similar study of 609 women admitted to 
the Asile de Bailleul. There has been found among these cases admitted 
to these two hospitals, 16 cases of conjugal paresis. While the study does 
not include cases admitted to other hospitals in neighboring departments 
or in Belgium, a knowledge of 9 other cases has come by chance to the 
authors. One couple was not in a hospital and of the other eight but one 
of each couple was under care. Of these the person not under care was 
certainly in 4 cases, and probably in 5 cases suffering from paresis or tabo- 
paresis. This makes a total of 25 cases. 

As illustrative of the syphilitic origin of paresis a case is given in some 
detail of a glassblower (L), who was infected by his wife, who also 
probably infected her two lovers. The husband also infected a fellow 
worker (B), who in turn infected his wife. Both L and B died of paresis, 
and the wife of B is an early case of tabes. The wife of L married later 
one of her lovers and bore a child at term which soon died. Her second 
husband became an invalid, suffering from pains in the legs, possibly 
tabetic. The other lover died “all swollen up.” 

The second case is that of a male paretic with positive Wassermann 
reaction, who was infected by his wife, who is a tabo-paretic. The latter 
infected the man, whose mistress she had been and he also became a 
paretic. His wife shows symptoms of syphilis of the nervous system. 

In other cases the time elapsing between the appearance of the first 
signs of syphilis and those of paresis where husband and wife had shown 
them almost simultaneously was 6, 8, 11, and 15 years after infection. 
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Other etiologic factors found were psychopathic heredity 8 times in 
either husband or wife, alcoholism 8 times, lewdness 3 times in the woman, 
poverty 4 times. 

Comparing the dates of admission to the asylum of husband and wife, 
the former was admitted first in 16 cases of 24. In many other cases 
where the wife was admitted first, she had been a prostitute. The hypoth- 
esis of the syphilitic origin of these cases easily explains this. The 
time between the admission of husband and wife varied from 6 months 
to 4 years, but, in three instances was 5, 6, and 7 years. 

Paresis is often associated with tabes, in two instances the husband was 
paretic, the wife tabetic; in a third the husband tabetic the wife paretic. 
In four cases the husband was a paretic and the wife a tabo-paretic. 

Dr. Cullerre has noted that couples quite often showed the same clinical 
form. This was true in 8 out of 11 cases where it was possible to be 
determined. 

It may be concluded that syphilis is an important cause of syphilis. If 
cases of conjugal paresis are not frequent it is because conjugal syphilis 
is not sufficient to cause it and there is necessary a combination of other 
factors, such as alcohol, traumatism, especially psychopathic heredity, 
perhaps also overwork, poverty, professions inducing cephalic congestion 
as of the glassblower noted above. W. R. D. 


Troubles mentaux dans les maladies du coeur. Par L. Arstmoies. L’Echo 
Médical du Nord, An. 14, p. 189, 17 Avril, 1910. 


The relation of mental disorders to diseases of the heart may be viewed 
from two different standpoints. On the one hand a cardiopathy occurring 
during the course of a pre-existing insanity may modify the clinical picture. 
On the other hand the cardiac affection may be first established and the 
ensuing mental symptoms have such a character that it is proper to hold 
the cardiopathy responsible for their production. A report of this variety 
of case is then given at considerable length, after which there is an 
abstract of the opinions of other authors. 

The author’s conclusions are: 

1. Cardiac insanity does not exist, and when there is compensation, dis- 
eases of the heart do not enter into the etiology of psychoses. 

2. Hyposystole may perhaps influence the course or intensity of mental 
disorders. Sometimes even, though more rarely, causing a condition of 
anxious depression. 

3. In this last case, psychic troubles depend on functional disorders of 
the heart, but only in a mediate way, by the intervention of changes in 
the circulation and of the cerebral nutrition. It is in this sense that it may 
be said with Toulouse, that “ The cardiac troubles certainly may form a 
somatic base for mental disorders, even when the subject is strongly 
predisposed.” W. R. D. 
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Occupation as a Therapeutic Agent in Insanity. By Mary Lawson Nerr, 
M.D. Medical Record, Vol. 78, p. 996, Dec. 3, 1910. 


After a brief historical outline the writer considers the subject of occu- 
pation methods as follows: 

A card index should be kept of patients available for occupation. 

The classification into groups is advised, and the occupation is assigned 
in accordance with the mentality of the individual. Every effort is to be 
made to interest the patient in the work; the appeal is to be made to his 
pride, to his feeling of competition and to his affection. Personal interest 
is always to be considered; some prefer to make articles of clothing, such 
as knitted goods, aprons, etc.; others do embroidery, feather stitching and 
crocheting. “Trumped up” occupation is not desirable. Work should be 
chosen which is not over fatiguing and which does not necessitate fine 
muscular co-ordination. 

In conjunction with occupation the writer advises that amusements be 
introduced. These should include various games, music, entertainments, 
and afternoon teas. 

The obstacles in the way of occupation methods are considered. Com- 
petent instructors are necessary; ample industrial quarters must be 
obtained; supplies of practical value are to be selected. The disposition 
of the articles require attention; some articles may be given to friends or 
relatives, some may be used on the wards, others may be disposed of at 
bazars. 

The beneficial results of occupation methods are emphasized. The 
chronic patients are entertained. Deterioration is less in evidence. Dis- 
turbed patients become quieter and exert their energies in useful occupa- 
tion. Convalescence is hastened. Cures are brought about more rapidly, 
and indeed actually accomplished by the judicious use of occupation 
methods. 

The summer sessions of the Chicago School of Civics and Philanthropy 
and the New York School of Philanthropy are recommended as training 
schools for attendants. S. Brown II. 


